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Sedative 
Raewolfia in combination with other 
Hypnotic ccllative drags to now the stendard 
treatment for hypertensive states. 
Bromofen elixir which contains bromide 
and phenobarbitone in addition to a 
standardised liquid extract of 
Rauwolfia, effectively reduces high 


four ounces of the elixir. 


BENGAL CHEMICAL 


CALCUTTA + BOMBAY - KANPUR 


VOLUME 35 NUMBER 7 CALCUTTA 

Hypotensive 
& 
fe ft aan blood pressure, allays anxiety states and 
ZZ | Supplies : 1n original phials containing 7 
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TO COMBAT ALL TYPES OF ANAEMIA 


PROLIFEX 


TABLETS 


Each tablet represent) 
Proteolysed Whole Liver Proteolysed Liver powder (equivalent to 
Fortified with Vit. B-Complex yi 2g. fresh liver) 
Including Folic Acid & Vic. B,,, 
Vit. C and iron 


. 
. 


232222222382 


BENGAL IMMUNITY CO., LTD. 
1S3, Dharamtala Street, Calcutta-1) 


¢.62°o 6 


Ferrous sulphate ( exsiccated ) 
Cobalt nitrate 


® For Adequate Calcium cum 
Vitamin-C Therapy. 


BENGAL IMMUNITY CO., LTD. 
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Achromycin 


Unsurpassed antimicrobial activity ¢ 


More rapid absorption and quicker diffusion in 
tissue and body fluids « 


Better saleration © 


Greater stability resulting in prolonged blood levels « 

A wide choice of dosage forms for every clinical need , 
ACHROMYCIN Capsules Lederle are dry-filled 
A Lederle exclusive...No oil, no paste, tamperproof...More 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED, 7.0.8. 1994, BOMBAY | 


CAPSULES: 250 mg. - LIQUID PEDIATRIC DROPS 
(Cherry Flavor): 100 mg. per ce. (approx. 
5S mg. per drop), 10 cc. Squeezer bottle 


(3 Gm.), jars of 36 Gm. - SOLUBLE TABLETS 
SO mg. * INTRAVENOUS: vials of 100 and 
250 mg. WNTRAMUSCULAR: vial of 100 mg. 
with | ampul 2 cc. diluent - OMNTMENT (3%): 
oz. tube. OPMTHALMIC OINTMENT (1%): 
six } oz. cubes. - TROCHES 15 mg. (Pepper- 
mint Flavor): bocties of 25 
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the perfect non-staining iodine ointment. 
relieves pain and swelling 


Made in India by 

Smith Kline & French (India) Limited 

(Incorporated in England with limited liability) 

141 Fort Street, Bombay-! 

DISTRIBUTED BY: 

Pharmed Private Limited-Bombay-Delhi-Calcutta-Madras 
‘Iodex’ is a trade mark 


ZL 

Y 

YN 7 

% 
 IODEX 
3 
i 
| 


J. 1. M. A. Advertiser iil 


INDEX TO ADVERTISERS 


Page 
Alembic Chemical Works Co. Lid. — Lederle Laboratories (india) Pvt. Ltd... i 
Allen & Hunburys Limited. xxvii May & Baker (india) Private Ltd. — 
Antiseptic x1 Mysore Industrial & Testing Laboratory... xii 
Bengal Chemical & Pharm. Works Ltd... Front Cover Navaratna Pharmaceutical Laboratories... 3rd Cover 
Bengal Immunity Co. Ltd. @nd Cover Neo-Pharma Private Ltd. V, 
Boehringer-Knoll Private Ltd. oi, Nestle’s Products (India) Ltd. xvi 
Brahmachari Research Institute Oriental Pharmaceutical Industries Ltd. xxvi 
Chemo-Pharma Laboratories Ltd. ooo |= Phoenix Drug House Pvt. Ltd. xxiv 
Corn Products Co. (India) Private Lid... xiii (Fairield Syndicate (Agency) Pvt. Ltd.) 
Crooks Laboratories Limited. -~- xxvi Pfizer Eastern Corporation . &xix, xxxvill 
Dey'’s Medical Stores Private Lid. xxv (Dumex Private Ltd.) 
Eastern Drug Co. Ltd. iv Parke-Davis (India) Private Lid xxxil 
Gast india Pharmaceutical Works Ltd. xxviii Postgraduate Medica! Journal xxxvil 
Franco-Indian Pharmacenticals Pvt. Ltd.... vil, xv, xxi Raptakos, Brett & Co. Private Lid. . 8rd Cover 
G. D. Pharmaceuticals Private Ltd. o- xiV Ranbaxy & Co. Private Ltd. a aa 
Hindustan Lever Limited. ao Rallis India Ltd. . xxii 
Hind Chemicals Limited. Smith Sanistreet & Co. Lid 
Hoechst Pharmaceuticals Private Ltd... xxxi Smith Kline & French (india) Ltd. » 
Indian Health Institute & Labo. Ltd. .. 3rd. Cover Sarabhai Merck Private Ltd. —, 
International Chemical & Biological Sarabhai Chemicals o 
Institute Private Ltd. Xxxvil Standard Laboratories Inc. xill 
4. & A. Churchill Ltd. Xiv Stadmed Private Ltd. 
J & J. DeChane Suhrid Geigy Trading Private Ltd. 
Johnson & Johnson of India Pvt. Ltd. xxxiv, Xxxv, Sandoz Products Private Ltd. we =xxxvi 
xxxix Scientific Publication Concern — a 
John Wyeth & Brother Ltd. Theraputic Pharmaceuticals =xviil 
Khatau Valabhdas & Co. ——— Unichem Laboratories . Back Cover 
Knox Company ow xix Universal Drug House Private Lid. — 
(Muller & Phipps (India) Pvt. Ltd.) Voltas Limited. xxx 


Bat fer those 


who find sleep difficalt, 
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when pain 


causes insomnia 
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MANOTACTORED BY pre- and post-operative 


Distributed by: MAY & BAKER (INDIA) PRIVATE LTD - BOMBAY - CALCUTTA - GAUHATI - MADRAS - NEW DELI 
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atmosphere remains 
saturated with discom- ~~ 
fort and uneasiness. 
Everybody feels gloomy 
depressed with 
~ occasional break during 
sunshine. Nature is 
not very kind to man 
now. His foodstuff 
is easily fermented and 
water often conta- 
minated. Digestive 
disturbance is very 


common in this season. 

So the need for \ tb 
BISMOZYME, the \ ¥ 
renowned gastro- 

intestina! regulariser. 


EASTERN ORUG CO. LTD. 
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* LEVOMYCETIN AROMATISED POWDER 
(Chloramphenicol Palmitate) 
.--a new form of oral 
CHLORAMPHENICOL THERAPY 
for the convenience of 


every doctor and every child 
Bottles of 20 G. with measure spoon 


* LEVOMYCETIN CAPSULES 


(Chioramphenicol B.P. 250 mg.) 
Bottles of 12’s and 100’s. 


NEO-PHARMA PRIVATE LIMITED 
Kasturi Buildings, Churchgate Reclamation, BOMBAY-! 
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MERCKOZONE 


(20 VOL HYDROGEN PEROXIDE B.P.) 


Now MADE IN INDIA for the first time 
under the original rigid standards 
of E. MERCK A.G. West Germany. 


Most stable brand of Hydrogen Peroxide 
available in the market. 


Used as 
@ Disinfectant 
Antiseptic 
Safe Bleaching Agent 
e Cuticle Remover in Cosmetics 


SARABHA! MERCK PRIVATE LIMITED 


in conjunction with E. MERCK A.G, Darmstadt, Germany. 


Sales Enquiries To 
Sarabhai Merck Private Limited 

Shahibag House, 13 Wittet Road, Ballard Estate, Bombay-I, 
Telephone: 264201 Telegrams: ‘SAMERK’ 
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amazing 
achievement 
of modern 
synthetic 
chemistry 


The most potent corticosteroid so far 
known confers unprecedented 


freedom from side effects! 


All indications 
of Corticotherapy 


Vials of 10 tablets 


LES LABORATOIRES ROUSSEL 
35, Boulevard des Invalides, PARIS 7* 

Particulars and supplies from: 

FRANCO - INDIAN 

PHARMACEUTICALS PRIVATE LTD. 

Bapnu Ghar, Hornby Vellard, BOMBAY. 18, 
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Many common skin disorders are successfully treated with 


‘PRAGMATAR’ 


the well-tried and proved ointment 


Indicated in: 
Seborrhoeic dermatitis 


especially of the scalp including dandruff 
subacute and chronic dermatitis 
Fungous infections 


tinea pedis, tinea cruris 


tinea corporis, tinea capitis 
eczematous eruptions 


*‘PRAGMATAR’* 


cetyl-alcohol-coal-tar-distillate, sulphur, salicylic acid 


Highly effective...Safe...Easy to apply... Easy to remove 
available in | oz. (28 gm.) tubes 


‘ 


@ SMITH KLINE & FRENCH (INDIA) LTD. 
(Incorporated in England with limited liability) 

141 Fort Street, Bombay | 

Distributed by 

PHARMED PRIVATE. LIMITED 
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DRAGEES 
with Vit. B Complex 


DRY SYRUP 


BOEHRINGER-ENOLL PRIVATE LTD. 


UNITED INDIA BUILDING, P. MEHTA ROAD, BOMBAY 1. 


Sole Distribucors> RALLIS INDIA LIMITED, rHanmaceuTICAL DIVISION, POST BOX NO. 229, BOMBAY 1 
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MOUTH WASH 
Glycerin..........1 0z 
Phenol .......... 2dr 
Aqua ............-8oz 


Ar LEAST ONE Of every four prescrip- 
tions contains glycerin. That's why, in the 
doctor’s work, glycerin must be of the 
highest quality and purity. 

PYRAMID GLYCERIN conforms strictly 
to British Pharmacopoeia specifications. 
it's made by HINOUSTAN LEVER LIMITED, 
so it sets a standard of reliability 
and purity. 


the 
GLYCERIN BP 


PYRAMID GLYCERIN 


Distributed by imperial Chemical industries (india) Private Ltd, Bornbey, Calcutta, Delhi, Madras. 
PYG. 18-23 A PRODUCT OF HINDUSTAN LEVER LTD. 
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* prompt, aggressive 
antibiotic action 

* a reliable defence against 
monilial complications 


both are often needed when 
bacterial infection occurs 


= - 


Mysteclin-V contains tetracycline-phosphate potentiated 


It provides a direct strike at all tetracycline-susceptible organisms 
(most pathogenic bacteria, certain rickettsias, certain large viruses, 

and Endamoeba histolytica). 

It provides the new chemical form of the world’s most widely prescribed 
broad spectrum antibiotic. 

It provides unsurpassed initial blood levels~higher and faster than older 
forms of tetracycline—for the most rapid transport of the antibiotic to the 
site of infection. 


onilial complications 


protection against m 


Mysteclin-V contains Nystatin 

It provides the antifungal antibiotic, first tested and clinically confirmed by 
Ss Squibb, with specific action against Candida (Monilia) albicans. 

It acts to prevent the monilial overgrowth which frequently occurs 

whenever tetracycline or any other broad spectrum antibiotic is used. 

It protects your patient against antibiotic-induced intestinal moniliasis and 

its complications, including vaginal and anogenital moniliasis, even 

potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Potentvoted and Nystotn 
Capsules (250 mg./250,000 u.), vials of 8 and nested packings of 50 & 100, 
Suspension (125 mg./i25,000 u. per 5 mi.) 30 mi. bottles 

Pediatric Drops: (100 mg /100.000 u per | mi.) 10 mi. dropper bottles, 


A Cenwry of SARABHA! CHEMICALS ) 


SQUIBB 
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pleasantly flavoured troches 
for the mouth and throat 
combine a topical antibiotic 
with a local anestheiic, 

to combat bucco- 


pharyngeal infections. 


COMPOSITION: 

Each lozenge contains :- 
Benzocaine B.P. 4.75 mg. 
Tyrothricin U.S.P. 1.25 mg. 


ALEMBIC CHEMICAL 
WORKS COMPANY LTD., BARODA-3 


You can put your 


confidence in 


MP. 59.3 


xii J. I. M. A. Advertiser 
It heals where’ iit hurts 
= 
‘ober 
Benzocin, the palatable, 
— 


J. 1. M. A. Advertiser xill 


PRODUCT 


Dear Doctor, 


WATERBURY’S COMPOUND, the world famous tonic 
that helped to restore health and vitality to millions of people, 
is now enriched with Vitamins. In the nw WATERBURY’S 
VITAMIN COMPOUND with its distinctive Saffron label, 
the original formula 1s fortified by the addition of Vitamin Bi, 
Riboflavin- 5-Monophosphate-Sodium and Niacinamide. 

Creosote and Guaiacol have been omitted. 


WATERBURY?’S (Red Label) COMPOUND with 
Creosote and Guaiacol will continue to be available for your 
patients with coughs, colds and respiratory conditions generally. 
Both packs contain 480 ml. (164 fluid ozs.) 


We are sure that WATERBURY’S VITAMIN 
COMPOUND will benefit all those of your patients for 
whom you prescribe it. 


Yours truly, 


STANDARD LABORATORIES INC. 
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J. & A. CHURCHILL’S NEW AND POPULAR TITLES 


CLINICAL PHARMACOLOGY THE THE PRACTICE OF MEDICINE 

By D. R. LAURENCE, M.D., M.R.C.P. aaneed bp RAYMOND DALEY, M.D., Edited by Sir JOHN RICHARDSON, 

and R. MOULTON, M.B. F.R.C.P., J. F. GOODW M.D.. M.V.O., M.D., F.R.C.P. 

Just Ready 32s. oe, a = STEINER, M.D. New (Second) Edn. Ready late Sept. 

133 Illustrations. 7s 87 Illustrations. About 37s. 6d. 
BROWNE, “up. er. THE QUEEN CHARLOTTE’S TEXTBOOK OF OBSTETRICS 
ew dition. J. jospital. 

D.Se., F.R.C.S, (Ed.), F.R.C.0.G. and J. By Members of the Clinical Staff of the 

BROWNE. B.Sc., M.B., B.S., F.R.C.S. ) New (Tenth) Edition. 

75 Illustrations. Ready Sept. About 45s. 250 Ilustrations. Ready Oct. 50s. 
SHAW’'S TEXTBOOK OF | Parsons’ UISEASES OF THE EYE EDEN AND HOLLAND’S MANUAL OF 
GYNAECOLOGY Thirteenth Edition By Sir OBSTETRICS 

Seventh Edition. By JOHN DUKE-ELDER, G.C.V.0., Eleventh Edition. By ALAN BREWS, 

M.D., M.S., F.R.C.S., FOR.C.O F.R.S., M.A., D.Se., M.D., F.R.C.S., M.D., F.R.C.S.,  F.R.C.0.G. 

4 coloured pilates and 352 cae F.A.C.S. 22 Coloured Plates and 61 plates (12 coloured) and 371 

figures. 32s 6d. 459 Text-figures. 50s. text-figures. 63s. 
A SHORT TEXTBOOK OF MIDWIFERY BIOCHEMISTRY FOR MEDICAL 

By G. F. GIBBERD, M.B., M.S., F.R.C.S., F.R.C.0.G. By W. V. THORPE, M.A., Ph.D. 

New (Seventh) Edition. New (Seventh) Edition. 

200 Illustrations. 36s. 50 Illustrations. 30s. 


ANAESTHETICS Pig MEDICAL STUDENTS A TEXTBOOK OF SURGICAL PATHOLOGY 
By GORDON OSTLERE, M.A., M.B., F.F.A.R.C.S. and | By C. F. W. ILLINGWORTH, C.8.£., M.D., os. F.R.C.S. 


R. BRYCE-SMITH. M.A., D.M., F.F.A.R.C.S. (Ed.) and BRUCE M. DICK, M.B., F.R.C.S. 
New (Fourth) Edition. 12s. | New (Eighth) Edition. 329 Illustrations. 75s. 


LATEST ‘RECENT ADVANCES’ 
PATHOLOGY TROPICAL MEDICINE BIOCHEMISTRY 
New (Seventh) Edition. New (Third) Edition. of NEIL New (Fourth) Edition. 
Edited by C. V. HARRISON, M.D. Fi By T. W. GOODWIN, D.Sc., F.R.LC. 
140 Illustrations. TERS, P. 90 Illustrations. 
Ready Sept. Aw. WOODRUFF, uD F.R.C.P., | Just Read 50s. 
Abt. 15 Illustrations. Ready Shortly 
Prices quoted are published prices in Great Britain 


104 GLOUCESTER PLACE, LONDON, W.1. 


tones up and regenerates... 


APITOLIN. 


COMPOSITION 
Each fluid ounce contains : 
Amino acid 6000 mg. Choline 
i (25% w/v approx) Methionine 
Thiamine Inositol 
Hydrochloride 14 mg. Sodi Glycerophos 250 mg. 
Riboflavin 7 mg. Papain 125 mg. 
Niacinamide 70 mg. Diastase 75 mg. 
Pyridoxine 
Hydrochloride 1.5 mg. Folic acid 2.0 mg. 
other adjuvants ad. Q.S. 


G. D. Pharmaceuticals Private Led. ‘S) 
11/1 Nivedita Lane . Calcutta 3 Me 
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rina FED POWDERED 


A spray dried full cream milk 
modified so that on reconstitution with 
water it closely resembles human 

milk in percentage composition. Fortified 
by the addition of Vitamins A and D 

and organic iron, entirely free of pathogens 
and of excellent digestibility. 


NESTLE’S PRODUCTS (INDIA) LTD. 


P.O. BOX 396, CALCUTTA, P.0. BOX 315, BOMBAY, °.0. BOX 180, MADRAS 
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Increased 
Fat Tolerance 


by meons of 


zym 


Multivalent Digestive Enzyme Preparation 


Protecses, lipase, omylase, cellulose and hemicelluloses 
portly of poncrectic. portly of vegetable origin, 
standardised of constont enzymatic action 


in diseases of the 


Liver 
Gall Bladder 
Pancreas 


Commercial forms: 
Packings of 30 and 150 dragées 

Application and Dosage: During meals, 1 to 
2 dragées, to be swallowed whole. In obstinate 
complaints, 2 to 3 drogées. 


LUITPOLD-WERK MUNICH 
Detailed literature available 
from Sole Importers 
NEO-PHARMA PRIVATE LIMITED 


Kasturi Buildings, Churchgate Reclamation 
BOMBAY 1 . 
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THIS 
WHAT WILL HAPPEN 
WHEN YOU PRESCRIBE 
THE SO CALLED MOLECULAR 
COMBINATIONS OF INAH AND PAS 


OR OTHER HAPHAZARD COMBINATIONS, 
(Refer: Tubercle. August 1957, poge 238.) 


* 


Insist in the interest 
of your patients on:- 


ISOPASCAL CD 


—the most appropriate and convenient combination of 
ISOMALID, PAS ACID, VITAMIN C, VITAMIN B 6, DI-BASIC CALCIUM PHOS; AND 


Ke 
and utilise the action 
of one only ? 
‘ 
a 
- 
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Prom: 
Walter L. Eckert, M.D. 
Medical Director 


Amosan in Oxygen Therapy 


Dear Doctor: 


Pharyngitis is fre tly the first and most painful symptom of wager respiratory 
tract infection. Also it can be the most potentially dangerous. e inflamed 


devitalized membranes present a good media for the growth of many deadly pathogens. 
Often the successful eradication of the pharyngitis will prevent the spread of 
infection to the lungs and nasal sinuses. 


AMOSAN is a specially processed buffered preparation. One ene dissolves 


100% instan in two tablespoons of warm water, forming. solution of almost 
neutral pH (8) which releases millions of bubbles of nascent »xygen. 


AMOSAN is a remedy of choice for quick, safe, topical treatmet of pharyngitis, 
gingivitis, pyorrhea, stomatitis and other oral infections or ulcerations. 


AMOSAN instantly releases more nascent oxygen to 
destroy pathogens and promote healing. 


AMOSAN has a cleansing detergent and soothing action 
upon the mucous membranes. 


No danger of antibiotic sensitivity. 


Effective alone or uvant to internal use of antibiotics 
(no incompatibility). 


Clinical studies demonstrated 97% effectiveness in oral 
and pharnygeal infections. 


Easy to Use: Dissolve contents of one envelope of Amosan in one coffee cup of 
warm water and use as a gargle or south rinse, holding the solution in contact 
with the south and mucous membrane for a short time. Repeat every three hours. 
Prescribe AMOSAN for the safe, effective, topical treatmemt of pharyngitis. 


Clinical samples on request. : 


Cerdially yours, 


Waleed Cabot 


Walter L. Eckert, we D. 
Medical Director 
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the broad-spectrum antibiotic of widest clinical use 


AMBRAMYCIN 


tetracycline Lepetit 


capsules 
syrup 

intramuscular 
Ointment 


Sole Distributors 


RANBAXY & COMPANY PRIVATE LTD. 


P.O. Box No. 104, New Delhi 


CHEMOCALCIUM 


WITH VITAMIN Bia 
iN 110 VIALS 


Vitamin Bi2 P. 
Benzyl Alcohol BP. 
Phenol 


# 
= 
| | Colloidal Calcium (as Oteate) 05 me 
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essential aft the 4 cardinal 
points of the therapeutic wodd... 


SURGERY 


OBSTETRICS 


PSYCHIATRY 


INTERNAL MEDICINE 


Meprophen combines meprobamate (200 mgs.) 
with Phenobarbitone (15 mgs.) for greater 
safety and economy. 


It is available in vials of 25 
entero-coated tablets. 

It is indicated in rheumatismal conditions, 
premenstrual tension, anxiety states, 
pre-operative sedation. 

Literatures and Particulars from 


FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD. 


Bapnu Ghar, Hornby Velierd, BOMBAY 18. 
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new strip packings of 


ANTISEPTIC LOZENGES WITH AN ANALGESIC 
AGENT FOR PREVENTION AND ACTIVE 
TREATMENT OF INFECTIONS 

OF MOUTH AND THROAT. 


Available in aluminium strips 
of 6 and 12 lozenges and 
tubes of 20 lozenges. 


For Medical literature, samples & supplies 
please contact: 
Sole Distributors: 
KHATAU VALABHDAS & COMPANY 
Indian Globe Chambers, Fort Street, BOMBAY-!. 
Telephone : 261655. Telegrams: “SCARLET” 
4 PRODUCT OF DR. A. WANDER S. A., BERNE (SWITZERLAND) 
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Specifically formulated 
to fulfil the increased 
daily requirements 
of pregnancy and lactation. 


and now 
ite peach flavoured 


A Product of: 
TEDDINGTON CHEMICAL FACTORY 
PRIVATE LTD. 

Sole Distributors : 

RALLIS INDIA LTD. 
Pharmaceutical Division 
P.O. Box No. 229, Boabay-1 


October 1, 1960 
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Promotes digestion 
and nutrition 


Aminozyme 


CONTAINS: 


Amino acids, B vitamins, vitamin C and enzymes 
in a non-alcoholic and non-sugar base. 


Entrozyme 


CONTAINS: 
lodochloroxyquinoline, phthaiyl- 
sulphacetamide, sulphaguanidine, 

B vitamins and diastase. 


STADMED PRIVATE LIMITED 
House of Aminozyme 
CaCuTTA-20 


for dysenteries and 
diarrheea without 
constipating effect 


Burning fear syndrome ( Gopalan Syndvome ), Nevece & 
Gravidarum. Gierrnoes & 

IN CASE OF and Wom Ghame- 
lagra and excessive irradiation or allied 


viz. Parkinson's disease, Multiple 


N N Se i 

leuritis, ral Neurities, Par ja 

muscular atrophy & distrophy, 
Ace. ailied Dermatological Conditions. Tropical 
Anmmia, Sprue, Macrocytic Anemia of 
Pregnancy. Pernicious Anaemia and in many other diverse 
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INTRODUCTION The present communication deals with the his- 
tological changes in the liver as studied mainly in 
biopsy material in this condition. Most of the 
previous reports were based on autopsy material. 


Thalassaemia, either in the homozygous form 
or in combination with abnormal haemoglobin 
(mainly haemoglobin E), is fairly common in 
Eastern India. The haematological features of 
thalassaemia as seen in this country have been des- 
cribed in detail by Chatterjea et al (1956) and by We have studied specimens of liver from 18 
Chatterjea (1959), The pathological changes ih cases of thalassaemia syndrome diagnosed by clini- 
the spleen in a series of thirty cases of thalassaemia cal features and detailed haematological investi- 
seen in Calcutta have recently been described by gation. Sixteen of the specimens were obtained 
us (Mukherjee et al, 1959). The morbid changes during splenectomy, one obtained postmortem and 
in the liver in Cooley’s anaemia were described by another by needle biopsy. The paraffin sections, 
several workers, viz., Cooley et al (1927), Baty et al 5-7 thick, prepared from formol-fixed tissue, were 
(1932) and Whipple and Bradford (1932) soon subjected to the following: (a) haematoxylin-eosin 
after the condition was recognised and by a few stain, (b) picro-Mallory stain for hyaline degenera- 
others subsequently. These may be summarised tion, (c) Gordon and Sweet’s method of reticulin 
as follows: There is deposition of fine grain of stain, (d) Perl’s reaction for iron containing pig- 
haemosiderin in the liver parenchyma cells and ment and (e) periodic acid-Schiff (PAS) reaction. 
large amount of this pigment is seen in Kupffer 
cells also. In addition to haemosiderin, Kupffer OBSERVATIONS 
cells usually contain coarse granular refractile pig- 
ment which does not contain iron. The liver cells The relevant clinical data are presented in 
usually show fatty changes. Foci of extramedul- Table 1. 
lary haemopoiesis may be present in the liver parti- All the eighteen cases were of Indian nation- 
cularly in advanced cases. ality ; ten of them were males and the rest were 
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Haemoglobin level at first observation (Range) 


Percentage of foetal haemoglobin (Range) 


females. Eleven cases were between 6 months and 
15 years of age. Sixteen of these cases were suffer- 
ing from Hb. E-thalassaemia and the two from 
homozygous thalassaemia. The liver was enlarged 
in all the cases (10 cm. below the costal margin). 


HISTOLOGICAL FINDINGS : 


The capsule was normal in all the cases except 
two in which it was regarded as slightly thickened. 

The hepatic parenchyma cells showed normal 
appearance in thirteen specimens in the present 
series of eighteen cases. The hepatic cells of the 
surgical and needle biopsy specimens showed a 
foamy, finely reticulated appearance which is 
characteristically seen due to presence of glyco- 
gen in contrast to glycogen-poor cells which 
have denser cytoplasm (Popper and Schaffner, 
1957). The depletion of cytoplasmic material was 
noted in the centrilobular cells in 3 cases. Hyaline 
degeneration was noted by the picro-Mallory stain 
in some of the cells of the periportal region of the 
liver in 4 cases only. Mild fatty changes were 
observed in the centrilobular cells in two cases ; 
in one case, however, both hyaline degeneration 
and fatty changes were present. 

The coarse and fine granules of yellowish brown 
pigment were found in the hepatic cells of all the 
cases. This pigment gave positive reaction for 
trivalent iron by Perl’s stain. The amount of 
pigment present has been graded as plenty (8 
cases), moderate (7 cases) and scanty (3 cases). 
Predominantly periportal distribution of the pig- 
ment was a constant feature in all. The coarse 
granules of the pigment were usually seen in the 
hepatic cells in the periphery of the lobuble and 
finer granules were found in the midzonal and 
centrilobular cells. The total amount of haemo- 
siderin pigment engulfed by the Kupffer cells was 
relatively less than in the hepatic cells. In five 
cases the pigment was completely absent from the 
Kupffer cells. 
granules were observed in the Kupffer cells in 
eleven cases ; in two specimens, however, moderate 
amount of pigment was noted (Fig. 1, vide Plate). 
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In addition to the haemosiderin there were reddish 
brown pigment granules mainly in the Kupffer 
cells and a few in some of the hepatic cells in six- 
teen cases. Moreover, a coarse yellowish brown 
pigment was found in the histiocytes of the portal 
spaces in five cases. This pigment gave diastase- 
fast positive reaction with the PAS method and 
did not show alcohol resistant gamma metachro- 
masia with toluidine blue (Fig. 2, vide Plate). The 
Kupffer cells contained a few PAS-positive 
granules, probably lipofuscin, in most of the cases. 
Small areas of focal necrosis were observed in one 
case only. These areas also showed condensation 
of reticulin. Glycogen was found to be normally 
distributed in ten cases ; seven cases showed pola- 
risation or streaming of glycogen due to uneven 
fixation. The post-mortem tissue showed no 
glycogen. 

Though more or less normal cellularity of the 
portal tracts was observed in 11 cases, in 7 speci- 
mens the portal tract was hypercellular. The reti- 
culin framework was normal in fourteen cases but 
some degree of condensation of reticulum was 
noted in four. The presence of a marked degree 
of haemopoiesis was observed in one case only, 
(Figs. 3, 4 and 5, vide Plate) but moderate degree 
of haemopoiesis was found in fifteen cases and two 
cases showed only a few normoblasts. The haemo- 
poietic cells were found in the hepatic sinusoids. 
The foam cells so frequently observed in the spleen 
in thalassaemia (Mukherjee et al, 1959) were not 
found in any specimen. But a few mucopolysac- 
charide-containing histice ytes were detected in 
the portal tracts in five cases. The latter did 
not resemble the foam cells morphologically though 
their contents were somewhat similar. 

There were collections of histiocytes in the 
form of a whorl in one case only (Case 7). None 
of the specimens showed any evidence of fibrosis 
or cirrhosis of the liver. 


DISCUSSION 


The histological findings in the present series 
of cases indicate that considerable pathological 
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Fig. 1—Showing the anterior surface of the heart. The Fig. 2—Showing the posterior aspect of the heart. Arrows 
gumma is seen as a protuberance on the left border point towards the cavity of the swelling which is lodged 
( shown by arrow ) in the wall of the left ventricle 


Fig. 3—Showing photomicrograph of the gumma in the Fig. 4—Photomicrograph showing fibrous character of 
myocardium. Note the area of necrosis bordered by a i 


ote th of the lesion and perivascular cuffing ( H. & E. x 630 ) 
zone of granulation tissue which includes a few giant cells 
of the Langhans’ type ( H. & E. x 160 ) 


RANGAM et al—Gumma of the Heart ( p. 317 ) 
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changes occur in the liver in thalassaemia. Some 
of the abnormalities noted are similar to those re- 
corded by the early workers on the subject (vide 
Supra). 

Fatty metamorphosis of the liver parenchyma 
cells was held to be usual in thalassaemia (vide 
supra). But in our series of cases only the speci- 
men obtained post mortem showed marked fatty 
changes ; those obtained by surgical or needle 
biopsy showed little or no change. It appears pro- 
bable that extensive fatty changes recorded by the 
early workers were essentially secondary to the 
complications leading to fatal termination. Thalas- 
saemia by itself even when associated with severe 
anaemia does not cause any marked degree of fatty 
metamorphosis. In this connection it may be men- 
tioned that fatty changes are unusual in liver paren- 
chyma cells in uncomplicated, non-fatal cases of 
kala-azar (Sen Gupta et al, 1956) while it is usual 
in post-mortem material (Napier, 1951). 

‘Alcoholic’ hyaline degeneration, depletion of 
cytoplasmic material and presence of small foci of 
hepatocellular necrosis observed in a few cases are 
indicative of hepatic cell damage which could have 
nutritional or infective background. 


Haemosiderin was detected in the parenchyma 
cells in all the cases and in Kupffer cells in thir- 
teen cases. The pigment could be identified by 
its reaction for trivalent iron. Normally the iron 
is combined with protein in the hepatic cell cyto- 
plasm and occurs in a soluble and nonparticulate 
form, ferritin. Haemosiderin granules are deposit- 
ed when there is an excess of the iron containing 
pigment in the hepatic cell cytoplasm. In the 
present series of cases haemosiderin was found in 
larger amounts in the periportal parenchyma cells. 
This was obviously due to these cells having an 
easier access to haematogenous iron than the cen- 
trilobular cells because of the peculiarity of vascu- 
lar architecture and circulation in the liver. 


Whipple and Bradford (loc. cit.) were struck by 
haemosiderin deposit in the liver cells and on 
analogy with haemochromatosis, felt that thalas- 
saemia was a disorder of iron pigment metabolism 
which could be associated with deficiency of some 
unknown substance. The current view is that 
thalassaemia is a disease due to a hereditary defect 
in the synthesis of adequate amount of adult 
haemoglobin (with no deficiency either of iron or 
of protoporphyrin) in the red cells which are thus 
abnormal and undergo haemolysis intravascularly 
and reticuloendothelially. The deposition of 


haemosiderin in the hepatic cells apparently occurs 
as a result of excess of haemolysis in this disease. 
Due to the intrinsic defect in haemoglobin synthe- 
sis, most of the available iron is not utilised and 


this is possibly an added factor responsible for 
iron accumulation in the organ. 


According to Popper and Schaffner (loc. cit.), 
in haemolytic conditions there is greater accumu- 
lation of haemosiderin in the Kupffer cells than in 
the parenchyma cells. But in the present series 
of cases, haemosiderin was more in the parenchyma 
cells than in the Kupffer cells—a feature that is 
noted in haemochromatosis and certain types of 
nutritional siderosis (Popper and Schaffner, loc. 
cit.). Thalassaemia can be distinguished from 
idiopathic and secondary haemochromatosis by 
the absence of cirrhotic changes in the liver. It is, 
however, curious that though there is marked side- 
rosis comparable to haemochromatosis in thalas- 
saemia, cirrhotic changes are not caused by this 
abnormal amount of iron containing pigment. It 
appears that haemosiderin derived from intrinsic 
sources as in thalassaemia or in pernicious anaemia 
does not cause cirrhosis which is a feature both in 
idiopathic and secondary haemochromatosis in 
both of which conditions iron is derived from 
extrinsic sources. What chemical or enzymic 
factors determine the cirrhosis-producing poten- 
tialities of iron pigment are yet unknown. 


As regards nutritional defect being a factor 
in the distribution of haemosiderin, it may be 
mentioned that cases of thalassaemia do not usually 
show hypoproteinaemia or any gross evidence of 
avitaminosis. 

The other type of pigment granules, non-iron 
containing refractile and brownish in colour, was 
probably lipofuscin (or haemofuscin). This pig- 
ment is also called ‘wear and tear’ pigment and is 
found in old age, chronic malnutrition and debili- 
tating diseases. It is also increased in vitamin E 
deficiency and is said to be connected with steroid 
metabolism (Popper and Schaffner, loc. cit.). Its 
presence in thalassaemia may indicate some altera- 
tion in the physiological status of hepatic cells. 


In specimens of liver obtained by biopsy, the 
hepatic sinusoids are usually rather inconspicuous 
in normal cases. In the present series of cases of 
thalassaemia, hepatic sinusoids were readily seen 
as dilated channels. In all the cases the dilated 
sinusoids contained haemopoietic cells though the 
number of such cells varied considerably, marked 
to moderate degree of extramedullary haemopoiesis 
having been seen in 16 cases. These foci were part 
of similar haemopoietic tissue outside the bone 
marrow found in this disease. 


The portal tracts were normal in most cases but 
in seven cases it showed round cell infiltration. 
The case showing two collections of epithelioid 
cells arranged in whorl in the liver had similar 


foci in the spleen as well (Mukherjee et al, 1959). 
The exact significance of these foci and round cell 
infiltration in portal tracts is obscure. These could 
be due to inflammatory or nonspecific reaction to 
some associated toxic or chemical cause. There 
was no evidence of tuberculosis or sarcoidosis else- 
where in the body in this case and the patient has 
been in fairly good health since splenectomy three 
years ago. 

Howell and Wyatt (1953) found pigmentary 
cirrhosis in one case of Cooley’s anaemia studied 
post mortem. Ellis et al (1954) recorded cirrhotic 
changes in a small proportion of their cases (3 out 
of 13 cases) and noted slight increase of fibrous 
tissue in 7 cases of thalassaemia. Both the series 
of cases reported by Ellis et al (loc. cit.) and 
Howell and Wyatt (loc. cit.) had history of a very 
large number of blood transfusions (up to 225 
in one case). It is very probable that these 
cases developed secondary haemochromatosis as the 
result of multiple transfusions. No case of the 
present series showed cirrhotic or fibrotic changes 
in the liver. It may be concluded, thalassaemia by 
itself does not usually cause cirrhosis of the liver. 


SuMMARY 


The histological examination of specimens of 
liver from 18 cases of thalassaemia showed the fol- 
lowing salient features. In the non-fatal cases, 
the hepatic parenchyma cells showed depletion of 
cytoplasmic material in three cases, hyaline 
degeneration in four, focal necrosis in one case and 
mild degree of fatty changes in three. A variable 
degree of haemosiderosis was found in the hepatic 
cells in all the cases. In 13 cases the Kupffer cells 
showed the presence of haemosiderin and in the re- 
maining 5 cases the iron pigment was absent. 
Besides, haemosiderin, lipofuscin or haemofuscin 
was found in liver cells as well as in Kupffer cells 
in sixteen cases. In five cases, histiocytic cells 
containing granules of mucopolysaccharide in 
addition to haemosiderin were seen in the portal 
tracts. Marked to moderate haemopoiesis was 
observed in sixteen cases and slight haemopoie- 
sis noted in two. Foci of epithelioid cells arranged 
in whorls were seen in one case. 


The findings have been discussed. 
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INTRODUCTION 


It is more than 150 years that Edward Jenner 
gave to the world the most potent weapon against 
smallpox. The efficacy of vaccination as a protec- 
tive measure against smallpox has been proved 
beyond doubt. Yet the disease could not yet be 
eradicated from several parts of the world. The 
weapon is there ; but its utilisation to the utmost 
advantage is beset with several practical difficul- 
ties. It requires good planning, the co-operation 
of several sections of the community and also the 
co-ordination of several limbs of the administra- 
tive machinery. If certain countries have been 
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successful in eradicating smallpox, it was not by 
means of mass vaccination but by keeping the 
infection off their shores. Infection may be 
imported from other countries accidentally through 
contacts of smallpox cases during the period of 
incubation (Tottenham epidemic of 1957 and 
Merseyside epidemic of 1958). In spite of severe 
precautions infections occur, due to quick air and 
sea travel connecting different countries. 

Conditions in India are quite different. Infec- 
tion is always present and the only way to eradi- 
cate the disease is by an intensive programme of 
vaccination. Several states in India are endemic 
for smallpox and this has been a perennial problem 
to solve. Already the Government’s attention has 
been drawn to this problem and several states 
are launching eradication programmes. 


Attacks 


Deaths 


ATTACKS AND DEATHS 


W 


AI A 
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Madras city is one of such endemic areas for 
smallpox. The Corporation of Madras maintains a 
permanent and separate hospital for isolation and 
treatment of infectious diseases. Under the Madras 
Public Health Act of 1939 and the City Municipal 
Act of 1919, notification of occurrence of smallpox 
is compulsory in the city and isolation is effected in 
the Hospital for Infectious Diseases. Barring a 
few cases that may escape detection, the admission 
of smallpox cases into the Infectious Diseases 
Hospital represents fairly accurately the general 
incidence of the disease in the City. In this paper, 


we have discussed some of the salient features 
about the incidence of smallpox, with special 
reference to the various epidemiological features 
and the relationship of vaccination status of indi- 
viduals to the incidence. 
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Fic. 2—SHOWING THE MEAN MONTHLY INCIDENCE OF SMALLPOX FOR THE PERIOD 1949-1958 
COMPARED WITH THE INCIDENCE OF 1959 


MATERIALS AND METHODS 


1,000 cases of smallpox were admitted to the 
Infectious Diseases Hospital from various parts of 
the city during the period of from Ist May to 20th 
October, 1959. These cases were treated by the 
authors, and selected for study. The findings are 
presented in this -paper under the following 
sections: 1. Epidemiological features. 2. Incidence 
by age and sex. 3. Incidence and vaccination. 4. 
Mortality. 5. Haemorrhagic smallpox. 


EPIDEMIOLOGICAL FEATURES 


1, Periodicity—Statistical records for the last 
50 years, show that the city of Madras has never 
been free from infection of smallpox in any year. 
Fig. 1 shows the attacks and deaths due to the 
disease in the city during the last 50 years. Though 
the infection has been prevalent every year, yet it is 
evident that it reached epidemic levels periodically, 
roughly every 4 to 6 years. It is also seen that the 
epidemic conditions spread over a period of 3 years, 
the central year being the peak year. 

2. Seasonal prevalence—Though prevalent 
throughout the year, smallpox shows some seasonal 
variations, the highest incidence seem to occur in 
the months of February to April. Fig. 2 shows 
the mean monthly incidence for the 10-year period, 
1949 to 1958, compared with the incidence of 1959. 


Rogers (1945) described the relationship between 
the incidence of smallpox in India and meteorologi- 
cal conditions, especially absolute humidity. 
Murthy et al (1958) discussed the relationship 
between the incidence and intensity of ultraviolet 
rays in the atmosphere. It is true that the months 
of February to April are dry months in Madras, 
though not the hottest. The incidence of 1959 
showed a definite deviation from the normal trend 
in that, the maximum cases occurred in the months 
of August and September. The reason for this 
deviation requires explanation and whether it has 
any relationship with any meteorological factors, 
is a subject for a further study. 

3. Environmental factors—The municipal areas 
having maximum number of slums and homeless 
pavement dwellers happen to be the foci whence 
this disease started. The characteristic features of 
such areas are : first, the residents of the slums and 
pavements do not have proper residential addresses 
with the result that the children born of women 
in the locality cannot easily be traced at the time 
of vaccination from the addresses given at the 
lying-in hospitals. Hence the majority of the 
children are disposed of as ‘non-traceable’ by 
the vaccinators and they remain unvaccinated. 
Secondly, these areas attract from outside the city 
immigrants who are invariably unvaccinated and 
who come for employment and settle in slums and 
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on the pavement. Thirdly, both men and women 
of this class are workers who leave their homes 
early in the morning and return only late at night. 
Lastly, the size of majority of these families is 
large and they live in overcrowded single roomed 
huts. All these factors help in very rapid transmis- 
sion of infection once it is implanted in the locality. 


INCIDENCE BY AGE AND SEX 


Smallpox is a disease that shows no respect for 
age, sex, race or community. It affects all ages 
and both sexes ; the poor and the rich are affected 
alike. The only factor that may influence its in- 
cidence, is the vaccination status. The distribu- 
tion according to age and sex is described below : 

One variety of smallpox, the ‘‘Haemorrhagic’’, 
has been excluded from the general analysis and 
dealt with separately. This variety has very little 
in common with the other varieties, either in the 
manner of distribution, or the course or prognosis 
of the disease. It is an entity separate by itself. 

1. Age—The disease affected all age-groups in 
this series, the youngest was 13 days old and the 
oldest was 60 years. With about 28 per cent (274) 
of the total cases occurring in children below 6 
years of age, and only 10 per cent (98) in the next 
higher age-group (6 to 10 years), the incidence rose 
with increasing age to about 29 per cent (285) in 
the age-group 21 to 30, and thereafter it gradually 
declined. If the age-group below 6 years is fur- 
ther subdivided it can be seen that there were only 
2 cases in infants aged below 20 days and 54 cases 
in the group of 1 month to 6 months (Tables 1 
and 2). 


Male ond 145 88 
Female 


Totals ... 
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Age group (years) 


Tarte 2—SHOWING DISTRIBUTION OF CASES ACCORDING AGr (BELOW 6 YEARS) AND Sex 
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2. Sex—The disease was equally prevalent in 
both the sexes with 486 in each sex (Table 1). 
Though numerically the incidence is the same, yet 
the specific case incidence rate in females would be 
greater, since the proportion of females in the 
general population according to the 1951 census is 
less, roughly by 8 for every 100 males. 

With reference to age and sex, there was 
greater incidence in females in the proportion of 
4: 3 in the age-group of 6 to 20 and this was com- 
pensated by greater incidence in males in the 
other age-groups. 


INCIDENCE AND VACCINATION 


1. General considerations—For this study, the 
presence of a scar of successful vaccination was 
taken as the criterion for classifying the cases 
into two groups, the ‘unvaccinated’ and the 
‘vaccinated’. 

The unvaccinated are (a) those persons who 
were never vaccinated, (b) those persons who were 
reported to have been vaccinated but did not pre- 
sent any scars of successful vaccination and also 
(c) those who were vaccinated only during the in- 
cubation period of the present attack. 

The vaccinated were those persons who bore 
scars of successful vaccination whether primary or 
re-vaccination and also included those who pre- 
sented evidence of a previous attack of smallpox. 
In the series under review (1,000 cases) there 
was none who had any evidence of previous attack 
of smallpox. Further, barring one _ isolated 
instance, there was no case who presented scars of 
successful re-vaccination. Since a re-vaccination, 


21-30 


1 month 7months 13 months 25 months 37 months 49 months 61 months 


Sex to to  tobelow tobelow tobelow tobelow tobelow Total 
30 days 6 months 12months 2 years 3 years 4 years 5 years 6 years 
Male 1 25 18 24 25 13 17 22 145 


20 


Totals ... 2 54 38 
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which did not produce either a vaccinial or vacci- 
noid take, is not considered to be of much signi- 
ficance (Seal, 1959), for all practical purposes only 
the scars of primary vaccinations were taken into 
consideration. 

In all, there were 430 cases among the unvacci- 
nated as against 542 in the vaccinated. With 
reference to the number of scars of vaccination 
there were, amongst the vaccinated, 61 with one, 
184 with two, 51 with three and 246 with four 
scars. 

2. Vaccination and age—In the unvaccinated, 
the maximum incidence of 60 per cent (262) 
occurred in children aged 5 years and below and 
the incidence gradually declined with increasing 
age. Whereas, in the vaccinated, the incidence 
is the lowest in the extremes of life with 2'2 per 
cent (12) in the age-groups of 5 years and below 
and 1°6 per cent (3) in the age-group of 51 years 
and above and the highest about 46 per cent (248) 
in the age-group of 21 to 30. In infants and 
children below 2 there was no case in the vacci- 
nated as against 141 in the unvaccinated. The 
incidence in the vaccinated is relatively less only 
up to the age of 10 years, and beyond that age it 
was more in the vaccinated than in the unvacci- 
nated. Table 3 shows the distribution of cases 
according to age and sex with reference to vacci- 
nation status. 

3. Vaccination and sex—The distribution by 
sex was not affected by vaccination at all. There 
was exactly equal number of cases in either sex, 
with 215 of each sex in the unvaccinated and 271 
of each sex in the vaccinated. However, there 
was greater incidence in females in all age-groups 
except 0-5 years and 21-30 years in the unvacci- 
nated whereas in the vaccinated, there was 
greater incidence in females up to 20 years 
beyond which the incidence was greater in males 
(Table 3). 


4. Vaccination and type of rash—Cases of 
variola major were mainly of two clinical entities, 
viz., the haemorrhagic and the non-haemorrhagic. 
As stated already, the haemorrhagic variety was 
excluded from the general analysis and dealt with 
separately. 

The non-haemorrhagic group was further 
divided into three clinical varieties depending 
upon the density and the evolution of the rash. 
The rash on the face was taken as the index to 
measure the density. 

(a) The ‘confluent’ type—Cases where the 
rash on the face was so dense and coalescent that 
there was little healthy unaffected skin in between 
were classed as confluent. Some of the cases of 
this group might not have such a confluent rash 
on other parts of the body except the face. 

(b) The ‘discrete’ type—This type was charac- 
terised by cases where the rash on the face was 
discrete leaving areas of skin unaffected in be- 
tween ; but the rash evolved through all the stages 
of the macule, papule, vesicle, pustule and scab. 

(c) The ‘modified’ type—This class is typi- 
fied by cases where the rash was discrete, but the 
evolution was quickened and the rash might have 
scabbed off even without going through all the 
stages. 

It is believed that the severity of the rash is 
inversely proportional to the immunity level in the 
individual against smallpox. 

In this series (1,000 cases) only 972 belonged 
to the non-haemorrhagic group. Irrespective of 
vaccination status 38°8 per cent of the total cases 
were of the confluent type. With reference 
to the vaccination status 66°5 per cent (286) of the 
total unvaccinated cases were confluent, as against 
only 16°7 per cent (91) of the total vaccinated. 
The ratio between the discrete (including modified) 
to the confluent was 1: 2 in the unvaccinated 
against 5: 1 in the vaccinated. 


Taste 3—SHOwWING DISTRIBUTION OF CASES ACCORDING TO SEX AND VACCINATION Status 
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Vaccinated 
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Total 


(years) Modified Discrete Confluent Total Modified Discrete Confluent Total Modified Discrete Confluent Total 


0—5 93 169 262 1 
43 62 1 

36 $2 26 

24 37 4 

9 10 7 

3 4 2 

2 3 


8 3 12 i 101 172 274 
32 3 36 i 51 46 98 
107 17 150 26 123 53 202 
175 39 248 35 187 63 285 
41 17 65 7 42 26 % 
13 8 23 2 14 il 27 
4 4 8 _- 5 6 1 


523 


As regards the incidence of confluent cases with 
reference to age, in age-group of 10 years and 
below, nearly 65 per cent of the total were confluent 
in the unvaccinated as against 12°5 per cent in 


the vaccinated. The proportionate incidence of 
confluent attacks to the total imcreased with 
increasing age in the vaccinated, to nearly 45 per 
cent in persons of the age group of 51 years and 
above whereas in the unvaccinated, it was least 
with 54 per cent in the age group of 21 to W and 
varied from 60 to 70 per cent in other age-groups. 

As regards sex, there were more confinent 
attacks in females in the vaccinated. This 
increased prevalence was mostly confined to the 
age-group 11 to 30 where there were 37 females 
against 19 males with confluent attacks. This 
increased incidence of confluent attacks among 
females was compensated by a greater number of 
modified cases in males. In the unvaccinated such 
wide disparity between the sexes was not found. 
Table 4 shows the distribution of cases according 


Tastz 5—SHowrnc AGe DisTrisution of CASES WITH REFERENCE TO THE OF RASH AND 


to clinical types with reference to age and the 
vaccination status. 

5. Vaccination scars and smallpox incidence— 
For all practical purposes the scars of primary 
vaccination were taken into consideration, since 
none except one, presented any scars of re-vacci- 
uation. 

Unless a child was debilitated or under-aged 
it is the practice in the city to make four inser- 
tions for all primary vaccinations, two in each 
arm. The Rotary Lancet method, when applied 
with the correct technique, leaves a standard-sized 
scar. It can safely be presumed that persons with 
4 primary vaccination scars will outnumber several 
times the persons with less scars in the general 
population. In a study of a sample population in 
Madras city in 1944 it was found that the 4-scar 
persons in the general population were several 
times more than those with lesser number of scars. 
The incidence of cases with reference to the num- 
ber of scars in the present series was therefore not 


Noumeer or VacctwaTion Scars 


M=Modified; D=Discrete; C-=Confluent; T =Total. 
2 


Totals i 143 = = 71 380 91 P| = 377 972 
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comparable unless we had the data of the distri- 
bution of scars in the general population. How- 
ever, the incidence with reference to scars was 61 
cases with 1, 184 with 2, 51 with 3 and 246 with 4 
scars. 


The proportionate incidence of the confluent 
attacks with reference to the number of scars was : 
11°5 per cent with 1, 23°9 per cent with 2, 10 per 
cent with 3 and 14°2 per cent with 4 scars. With 
reference to age, amongst cases of 10 years and 
below age-group only 7°7 per cent of the 4-scar 
group were confluent as against 7°5 per cent in 
the 3-scar, 10°5 per cent in the 2-scar and 16°6 per 
cent with the I-scar group. But the difference 
between 1- and 2-scar grups and 3- and 4-scar 
groups was more marked, the proportionate inci- 
dence of confluent cases was 20°8 per cent in the 
1- and 2-scar groups, as against 13°4 per cent in 3- 
and 4-scar groups. Table 5 shows the distribution 
of cases according to age with reference to number 
of vaccination scars. 


MorTALITY 


1, General considerations—Deaths from small- 
pox were mostly due to septicaemia produced by 
secondary invading organisms and consequent 
complications. But in unvaccinated children, it 
was not uncommon to find deaths occurring with- 
out much secondary infection ; this is perhaps due 
to the virus toxaemia. Out of 970 cases there 
were 171 deaths with a case fatality rate (C.1’.R.) 
of 18°7 per cent. The most important factor that 
influenced the prognosis was vaccination. 


2. Vaccination and mortality—Irrespective of 
the age groups, there were 161 deaths out of 430 
unvaccinated cases, with a C.F.R. (case fatality 


rate) of 37°4 per cent, as against 10 deaths out of 
542 vaccinated cases, with C.F.R. of 1°8 per cent. 

3. Vaccination, age and mortality—There 
was no death in the vaccinated in the age group 
of 10 years and below. Whereas in the same age 
group, there were 139 deaths, with C.F.R. of 42°9 
per cent in the unvaccinated. The C.F.R. was 
the least (19 per cent) in the age group of 21 to 
30 in the unvaccinated, whereas it was the least 
(1°3 per cent) in the age group of 11 to 20 in the 
vaccinated. All the fatalities in the vaccinated 
occurred in @ge-groups of 11 to 40, whereas in the 
unvaccinated the deaths were maximum in the 
extremes of life and minimum in the age-group of 
21 to 3. Fig. 3 shows distribution of cases and 
deaths according to age with reference to vaccina- 
tion status. 

4. Vaccination, sex and mortality—There was 
greater mortality in males than in females in the 
unvaccinated with 85 and 76 deaths respectively, 
whereas in the vaccinated it was just the reverse, 
the figures being 3 and 7 respectively in males and 
females. Table 6 shows the number of cases, 
deaths and C.F.R. with reference to age, sex and 
the vaccination status. 

5. Vaccination, type of rash and mortality— 
The C.F.R. for the discrete and the confluent 
varieties in the unvaccinated were 9 per cent and 
51°7 per cent respectively as against 0°26 per cent 
and 99 per cent in the vaccinated. In the age- 
group of 10 years and below, there was no death 
in the vaccinated whereas the C.F.R. for the con- 
fluent type was 60 per cent in the unvaccinated. 
With reference to sex the C.F.R. was higher for 
the confluent in females in the vaccinated, the 
figures being 5°1 per cent and 13°4 per cent 
respectively for males and females as against 54°5 
per cent and 48°9 per cent respectively in the 


Taste 6—SHOWING DISTRIBUTION AND Numper oF Cases, DeaTHs anp C.F.R. 


Rererence TO Sex AND VACCINATION STATUS 


‘Vaccinated Total 


Unvaccinated 
‘Males Females Total Males Females Total 
group GA Cc Bia Por CD CP CR GR: C.D CER 


(years) No. No. % No. No. % No. No. % 


No. No. % No. No. % No. No. % No. No. % 
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unvaccinated. Table 7 shows the number of cases, 
deaths and C.F.R. with reference to vaccination 
Status and the type of rash. 

6. Vaccination scars and mortality—The 
C.F.R. of different scar groups was nik in 1-, 3°7 
per cent in 2-, 2 per cent in 3- and 0°8 per cent in 
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the 4-scar groups. Similarly, the C.F.R. for con- 
fluent attacks in the different scar groups was nil 
in 1-, 16 per cent in 2-, nil in 3- and 5°6 per cent 
in 4-scar groups. Table 8 shows the number of 
cases, deaths and C.F.R. with reference to type 
of rash and the number of vaccination scars. 


AGE GROUPS 
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Taste 7—SHOWING Numper or Cases, DeAtHs CFR Rererence TO Tyre or RasH 
AND VACCINATION STATUS 


U nyacc i nate d 


Cc D CFR 
No. No. 


Vaccinated 


D CFR 
No. % 


430 37-4 


C=Cases; D=Deaths; CFR=Case fatality rate. 


Taste 8—SHOWING NuMpER or Cases, DeaTHs AND CFR AMONG THE VACCINATED WITH REFERENCE TO 
Types oF RASH AND NUMBER OF VACCINATION SCARS 
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CuCases; D=Deaths; CFR=Case fatality rate. 


HAEMORRHAGIC SMALLPOX 


Haemorrhagic cases are of two types: 


(a) Variola purpurica or true haemorrhagic 
smallpox or blackpox is a highly toxic variety with 
extensive haemorrhages into the skin and the 
mucous membranes and ending in death in the 
majority of cases even before the appearance of the 
focal rash. 


In this series out of 1,000 cases 13 were of this 
variety. Of the latter, 8 occurred in the unvacci- 
nated and 5 in the vaccinated groups (compare the 
proportion in the confluent type, 3: 1). The case 
incidence was 1°8 per cent in the unvaccinated as 
against 0°9 per cent in the vaccinated. 


With reference to age there was no case under 
10 years both in the vaccinated and the unvacci- 
nated. 6 out of 8 cases in the unvaccinated and 4 
out of 5 in the vaccinated occurred in age-group 
21 to 50 which appears to be the most vulnerable 
age for this fatal variety of smallpox. With 
reference to sex, 7 out of 13 cases were females, 
4 in the unvaccinated and 3 in the vaccinated. As 
regards the incidence with reference to the 
number of vaccination scars, 3 out of the 5 cases 


in the vaccinated was in the 4-scar group. All 
cases of this variety ended fatally. 

(b) Variola pustulosa haemorrhagica is another 
variety of haemorrhagic smallpox where haemor- 
rhages occur rather late in the course of the disease 
after the focal eruption has reached the stage of 
vesicle. There were 15 cases of this variety, of 
which 10 were in the unvaccinated with an 
incidence rate of 2°3 per cent as against 5 in the 
vaccinated with the incidence rate of 0°9 per cent. 
The majority of these cases also (11 out of 15) 
occurred only in adults, though there were a few 
within 10 years in the unvaccinated. In the vacci- 
nated, there was none below 10 years of age and 3 
out of the 5 occurred only in the age-group of 
21 to 30. 

The incidence of this variety was greater in 
females than in males, with 3 out of 5 in the vacci- 
nated and 6 out of 10 in the unvaccinated being 
females. 

The case fatality rate was 90 per cent in the 
unvaccinated and 60 per cent in the vaccinated. 
The death rate was greater in females than in 
males, the figures being 89 per cent and 67 per cent 
respectively. Table 9 shows the cases, deaths of 
haemorrhagic smallpox with reference to age, sex 
and vaccination status. 
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Taste 9—SHOWING THE NUMBER OF CASES OF HAEMORREAGIC SMALLPOX AND DsATHS WITH 
REFERENCE TO AGE, SEX AND VACCINATION STATUS 


Unvaccinated 


V.P. V.P.H. Total VP. 


Sex 


Totals .. 


M 
F 
M 
M 
F 
_M 
F 
M 
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M 


G. Total ... 9 18 


DISCUSSION 


The records of the incidence of smallpox 
during the last 50 years show that Madras city has 
become almost an endemic area for the disease, 
with periodic epidemics occurring roughly once in 
4 to 6 years. 

Though prevalent throughout the year the 
incidence was found to be maximum during 
February to April and minimum during June to 
November with a small rise in between during 
July and August. But, the year 1959 showed a 
deviation from the normal trend when the peak was 
reached in August and September. The relation- 
ship of meteorological conditions with seasonal vari- 
ations in the incidence of smallpox was suggested. 
Whether the deviation of 1959 has any bearing on 
the meteorological conditions needs further study. 

Cases of smallpox admitted to the Infectious 
Diseases Hospital, Madras from various parts of 


V.P.H. 


Vaccinated 


Total 


10 13 15 


V.P. =Variola purpurica ; V.P.H.=Variola pustulosa haemorrhagica; C=Cases; D=~Deaths; M = Males; F = Females. 


the city between May Ist to October 20th, 1959, 
numbering 1,000 were studied and the findings 
presented in this paper. The study was under- 
taken about the incidence and distribution 
of smallpox with reference to age, sex, type of 
rash and vaccination status. The following are 
the salient features of the study : 

Of the 1,000 cases studied, 28 belonged to the 
haemorrhagic type, which were excluded from the 
general analysis and dealt with as a separate 
entity, because they were almost in all respects 
different from the non-haemorrhagic variety. The 
remaining 972 were analysed. 

For the purposes of this paper, the vaccinated 
showed the scars of vaccination. In the unvacci- 
nated scars were not visible. The last group 
included cases who were vaccinated for the first 
time during the incubation period of the attack. 

In general, 55°7 per cent (542) of the total 
were vaccinated. Thus the incidence was a little 
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higher in the vaccinated than in the unvaccinated. 
This paradoxical finding, is due to the fact that 
in the general population the vaccinated persons 
are far larger in numbers than the unvaccinated. 
Hence the specific case incidence rate for the 
vaccinated would be less although numerically it 
may appear higher. But, if the incidence in 
children of 0-5 years age-group is compared, it is 
found to be significantly less in the vaccinated, 
which is not even one-twentieth of that in the 
unvaccinated. Even in the next higher age-group 
(6 to 10) the incidence in the vaccinated is com- 
paratively less but the same thing cannot be said 
when the child is over 10 years old. 

Secondly, the proportionate incidence of con- 
fluent attacks, is nearly 4 times higher in the 
unvaccinated than in the vaccinated. The inci- 
dence of confluent attacks was 65 per cent in the 
unvaccinated as against 12°5 per cent in the vacci- 
nated in children below the age of ten. 

Thirdly, if the case fatality is taken into con- 
sideration, there is again significant reduction 
amongst the vaccinated, the case fatality rate being 
1°8 per cent as against 37°4 per cent in the unvacci- 
nated. Below 10 years of age, there was no death 
at all in the vaccinated as against the 42°9 per 
cent case fatality rate of in the unvaccinated. 

All these clearly show that vaccination does 
not only reduce the incidence of smallpox but also 
the severity of the attack and it almost completely 
protects the subject from death from smallpox. 
Further, vaccination done in infancy protects an 
individual to a very great extent, even without 
revaccination, from smallpox up to the age of 10 
years. 

As regards the number of vaccination scars 
there appears to be a significant difference between 
cases of | and 2 scars and those of 3 and 4 scars. 
The proportionate incidence of confluent attacks 
in these groups were 20.8 per cent and 13.8 per 
cent. respectively. Similarly the case fatality rate 
for these groups were 3'5 per cent and 1 per cent. 


From all aspects therefore 4 vaccination insertions | 


appear to confer the greatest protection compared 
to a lesser number of insertions. 

1°3 per cent of the total of 1,000 cases belonged 
to that variety of haemorrhagic smallpox known as 
variola purpurica. Of these, 61 per cent were un- 
vaccinated. 1°8 per cent of the total unvaccinated 
and 0°9 per cent of the total vaccinated belonged 
to this fatal variety. Under the age of 10 years, 
there was no case of this variety. 60 per cent of 
the total cases of this variety in the vaccinated 
were amongst the 4-scar group. The fact that 
there was no case of this variety in children under 
10 years even amongst the unvaccinated and there 
were more cases in the 4-scar group even amongst 


the vaccinated suggested that it was not the want 
of immunity alone that was responsible for the 
incidence of this variety of smallpox, but there 
might be some other factors peculiar to the age- 
group of 21 to 40 which appeared to be the most 
vulnerable age-group for this type of attack. All 
these cases were 100 per cent fatal. 

The other variety, variola pustulosa haemor- 
rhagica, was a little more prevalent than the first 
variety. The incidence was 2°3 per cent in the 
unvaccinated and 0°5 per cent in the vaccinated. 
Though the majority of these cases (11 out of 15) 
occurred in adults yet it was not completely 
absent in children. The incidence was higher in 
females than in males in the proportion of 3: 2. 
Even against this variety, vaccination does not 
seem to confer much immunity since as in the 
case of variola purpurica the incidence of this 
variety compared to the confluent was far less in 
unvaccinated children. 

Apart from various aspects of incidence dis- 
cussed one important conclusion of great signifi- 
cance was that the immunity which is supposed 
to be transmitted from the mother to the offspring 
through the placenta and which is supposed to last 
for a period of 6 months from birth is negligible 
and cannot be relied upon. In this series, nearly 
13 per cent of the total unvaccinated occurred in the 
age-group | month to 6 months showing thereby 
that this congenital immunity may not last more 
than a month. Further, the impression that in- 
fants under the age of 6 months will not have the 
mechanism to prepare antibodies when active 
immunisation is done also appears to be wrong. In 
one of the maternity homes run by the Madras 
Corporation, the senior author is conducting a pilot 
investigation where about 700 newborn babies were 
vaccinated on the 3rd day after birth. From a 
preliminary check-up nearly 60 per cent of the 
babies were found to have developed primary take. 
This shows that a very negligible amount of 
immunity was transmitted through the placenta 
and also proves that even a newborn baby has the 
mechanism for the preparation of antibodies. This 
is confirmed by Seal et al (1959) who showed that 
vaccination could be done with a high degree of 
success if it is done under the age of one month. 
Similarly, 52 per cent of the vaccinations done on 
the 5th day after birth at primary centre hospitals 
in West Bengal were reported to be successful 
(Das Gupta, 1959). 


SUMMARY AND CONCLUSION 


A study of 1,000 cases of smallpox treated by 
the authors in the Infectious Diseases Hospital, 
Madras, is presented. 
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Judging by the incidence, severity of the rash 
and the case fatality this study revealed that 
vaccination in infancy afforded the greatest pro- 
tection up to the age of 5 years against all the 
three, and beyond 5 years it afforded protection 
against the severity of attack and death. Amongst 
the vaccinated, from all respects the 4-scar group 
fared better than those with lesser number of scars. 

Vaccination did not appear to offer much pro- 
tection against the haemorrhagic varieties. It 
appears that there might be some other fectors 
than the want of immunity alone, responsible for 
the occurrence of this variety. This requires 
further investigation. 

The so-called placental immunity does not 
appear to last more than a month after birth, and 
hence primary vaccination should be done as early 
in life as possible—at about the age of 1 month. 
The immunity conferred by 4 successful insertions 
in infancy appeared to last up to the age of 5 years 
beyond which it may wane off gradually unless the 
person is revaccinated periodically. 
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SNAKE BITE AND ITS TREATMENT 


K. L. WIG, (LoND.) 
Professor of Medicine 
All-India Institute of Medical Sciences 
AND 
S. K. VAISH, Macr., & 


Registrar, Safdarjang Hospital 
New Delhi 


Snake is the traditional enemy and potent 
killer of mankind. It strikes surreptitiously and 
its bite may prove fatal. It is estimated that in 
India not less than 20,000 to 25,000 persons die 
annually from snake bite. While so many persons 


die annually from snake bite, only a few serious 
attempts have so far been made to find an effective 


treatment for this condition. Unlike epidemics, 
deaths due to snake bite do not occur only off and 
on but are a continuous feature every year. This 
has gone on for centuries and in fact from times 
immemorial. 

It is often said that most of the snakes are non- 
poisonous. That is true from a zoological point 
of view. But it is probably not so, when Indian 
conditions are considered, because out of those 
snakes which actually bite the man in this 
country quite a good number are venomous. 
This is proved by the symptoms and death rate 
of patients who come with a history of snake bite. 

In India most of the deaths from_snake bite are 
the result of bites of the following varieties of 
snakes : 

Elapidae—to this group belong the cobra (Naja 
naja) and krait. 

Viperidae—in this group the two most promi- 
nent are: Russell’s viper and Echis carinata. 

Snake bites occur in all seasons, but in 
Northern India they are most frequent in the 
summer months. During the last summer in the 
Safdarjang Hospital, we treated thirteen cases of 
snake bite. Table 1 shows the clinical features, 
and laboratory findings of these cases. It has been 
noted that some of the patients had practically no 
symptoms. Whether this was due to the bite of 
non-poisonous snakes, or because the venom 
injected was too small to produce symptoms, or 
because the treatment adopted was efficacious, can 
only be a matter for conjecture. The clinical 
features seen in the rest of the cases confirm that 
the snakes that bit them were poisonous and in all 
probability belonged to the viperine variety. The 
haemorrhage was a very prominent symptom in 
some of the cases. Two patients brought with them 
the snakes that bit them. By the kindness of 
Dr. M. L. Bhatia, Director, Zoology Laboratories, 
Delhi University, and through him of the 
authorities of the Haffkine Institute, Bombay, these 
snakes were identified as vipers (Echis carinata). 
This confirmed our clinical diagnosis. 

The following are the details of treatment that 
was adopted in our cases: 

A dose of 10 to 20 c.c. of antivenin was given 
intravenously in the casualty department. The 
antivenin used was from the Kasauli Research 
Institute. It is a bivalent antitoxin against cobra 
and Russell’s viper. 

Our cases were first seen in the casualty 
department, at varying intervals after the bite. 
This period was usually from 4 to 4 hours. In two 
cases it was much longer. On admission the 
casualty medical officer immediately gave incisions 
over the fang marks. A tourniquet was applied 
above the wound if the bite was on a limb and the 
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case seen early enough, The wounds were washed 
with KMnO, solution. (How far the use of 
KMn0O, helps is very doubtful. It may have even 
some adverse effect on the later healing of the 
wound if the crystals are applied to the wound). 
Immediately after admission in the wards another 
20 c.c. of antivenin was injected intravenously in 
some of the cases. If there were any symptoms 
by that time, this step was considered essential. 

Penicillin and streptomycin were injected intra- 
muscularly in the usual doses to prevent secondary 
infection of the wounds. 

The main treatment in the wards, in addition 
to antivenin which every patient had been given, 
was the use of corticosteroid hormones. In this 
group every patient was given either cortisone 100 
to 200 mg. daily or prednisolone 30 to 40 mg. 
daily. Some of the cases bled so much that they 
became severely anaemic—the haemoglobin falling 
to a level of about 5 to 7 g. per cent in 3 cases. 
The bleeding was mostly from the wound. One 
case had also severe haematuria. Another had 
haemorrhagic sputum. In some of these cases due 
to the severity of anaemia and to prevent further 
deterioration one or two blood transfusions were 
also given. 

The bleeding time and coagulation time were 
found to be normal in earlier cases, although some 
of them showed a fair degree of bleeding. It may 
be mentioned that these tests were performed after 
the administration of the usual therapy, and not 
immediately after admission. The prothrombin 
time could be done only in cases where bleeding 
was excessive and prolonged. 

The rest of the treatment was on symptomatic 
lines such as allaying of pain, etc. 


DISCUSSION 


It may be noted that all the 13 cases survived. 
They recovered fully though in Cases 10, 11, 12 
and 13 blood transfusions had to be given in 
addition. 

Table 1 shows that some of the cases had no 
real symptoms of envenomation. It can be argued 
that the snakes that bit these patients belonged to 
the non-poisonous group. While that is possible 
it is not likely. A greater probability is that either 
the symptoms were controlled by the treatment 
that was adopted, or that the dose of the venom 
injected by the snake in these cases was too small 
to produce any symptom. In one case (Case 9) 
which had no symptoms, the snake was identified 
as Echis cariratus. As this snake was rather 
small, the amount of the poison injected was pos- 
sibly not enough to produce any symptom. On the 
other hand, Case 13 who was bitten by the other 


identified snake (Echis carinatus) had very severe 
symptoms of viperine envenomation. It will be 
seen from Table 1 that some of the cases had a few 
minor symptoms such as moderate bleeding from 
the wound and a little oozing from the gums. 
Others had very serious symptoms. 

It is noteworthy that all of the severe cases also 
survived, though these patients had been bitten by 
poisonous snakes of the viperine variety. The 
mortality from this group is generally very high. 
In fact Echis carinatus is regarded as one of the 
most poisonous of the Indian snakes. According 
to Ahuja and Singh (1956) its mortality is 32°8 
per cent. It is our impression that the treatment 
as outlined above, notably the addition of corti- 
costeroid hormones to the routine treatment, has 
done substantial good in these cases and has been 
responsible for the 100 per cent recovery and has in 
addition been instrumental in making most of the 
cases asymptomatic. It seems doubtful if the 
serum played any role in saving some of these 
cases as the Kasauli antitoxin is not against Echis 
carinata venom. 

It may be argued that in the absence of controls 
our observations cannot be justified. While we 
realise the validity of such a criticism yet as snake 
bite can be a very dangerous condition, it is not 
possible to keep controls such as cases who will 
have only hormone therapy but no antivenin. The 
other type of control, i.e., cases who may be given 
no hormones but only antivenin treatment is not 
necessary because such treatment has been adopted 
since long throughout India. It is universally 
recognised that even when a polyvalent serum 
with the specific antivenin for that particular snake 
venom has been injected, it cannot save all the 
cases. 

At some future date we hope to be able to 
carry out some experimental investigations to find 
out the efficacy of the hormones as well as the 
above mentioned combined treatment. It is pos- 
sible that a combination of antivenin and 
hormones may be better than using either of them 
alone. 

This preliminary report is published, so that 
other workers may also use this combined treat- 
ment in viperine bites and report their findings. 
This is necessary as data on snake bite from one 
particular hospital cannot be large. 

The mode of action of cortisone can be only a 
matter for conjecture. Possibly it acts by prevent- 
ing the action of haemorrhagic substances on the 
capillary endothelium, or by preventing circulatory 
collapse which is the cause of death in many cases. 

It may be mentioned that Hoback and Green 
(1953) noted beneficial effects of cortisone and 
corticotrophin in three cases of snake bite presum- 
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ably by copperhead moccasin (North American pit 
viper). Experimentally Allan et al (1956) com- 
pared cortisone and antivenin in the treatment of 
crotaline envenomation and observed that corti- 
sone cannot be recommended as the sole treat- 
ment for poisoning with highly virulent venoms 
as those of rattle snakes, and other extremely 
venomous species of the family Crotalidae. So far 
as we can find out there has been no trials on Echis 
carinatus. It is possible that the hormone may be 
effective only in the viperine bites and may not be 
of much use in those of the other varieties. In 
fact, one of the authors of this paper had in the 
past used these hormones in combination with 
polyvalent antivenin in two cases of snake bite, 
which from symptoms appeared to be those of 
Elapidae variety. In none of these cases was it 
possible to save the life of the patient. However, 
in these two cases the patients came under treat- 
ment many hours after the bite. It is, moreover, 
possible that the antivenin used in those two cases 
did not contain the antitoxin for the particular 
venom causing the symptoms but only the anti- 
toxins against cobra and Russell’s viper venoms. 
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PRACTITIONERS’ SERIES 
PREGNANCY AND ACUTE ABDOMEN 


MANINDRANATH SARKAR, B.a., 
F.RCS., F.RCOG. 


Calcutta 


The diagnosis, management and the necessary 
surgical treatment of a case of acute abdomen come 
within the purview of a general surgeon. The 
exception will be in a case where the pregnancy is 
so advanced as to make the uterus palpable per 
abdomen or about term where the obstetrician and 
gynaecologist will be the person called in first. 
In urban practice and in teaching hospitals—if the 
patient is known to be pregnant—the surgeon is 
always the gynaecologist. 
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The gynaecologist—contrary to the present prac- 
tice obtaining in our country—should be a suitably 
trained general surgeon who has, subsequent to a 
few years of apprenticeship in general surgery 
specialised in gynaecology. But it is the general 
practitioner who initially handles the case and 
should therefore be fully conversant with com- 
mon conditions leading on to a state of ‘acute 
abdomen’ during the ten months of pregnancy and 
the fortnight following childbirth. 


The classical manifestations that make the 
practitioner think of an acute abdomen are (1) 
pain in the abdomen with or without an area of 
special intensity ; (2) nausea, retching even actual 
vomiting, the vomitus varying with special con- 
ditions ; (3) constipation or small evacuations 
mainly of mucous and blood, inability to pass 
flatus ; (4) distended abdominal wall which on aus- 
cultation may be silent or very nearly so; (5) 
manifestations of dehydration, furred dry tongue 
and (6) evidences of toxic absorption, anxious 
expression, quick pulse, raised or subnormal tem- 
perature. 


In discussing any clinical phenomenon in asso- 
ciation with pregnancy—a routine method of tak- 
ing the case should be adopted. To start with, the 
nine months of the period of gestation are divided 
into three periods of three months each. The 
symptoms, in so far as the abnormalities due to the 
pregnancy state are concerned, are in most cases 
typical of each one of these three periods. When 
a patient complains of symptoms suggestive of an 
‘acute abdomen’ it is worthwhile to find out 
whether the condition is being caused by the preg- 
nant uterus as such or whether the cause is of 
extra-uterine origin. The following conditions 
may arise during pregnancy which may simulate 
the manifestations of acute abdomen. 


Excessive vomiting between the fourth to the 
twelfth week of pregnancy—may be accompanied 
by acute abdominal tenderness, and absolute 
constipation. The patient may be markedly 
dehydrated. The pulse may be very quick and 
there may be a rise of temperature. The abdomi- 
nal wall, however, is seldom distended and in- 
testinal sounds are not absent on auscultation. In 
severe cases, the liver dullness on percussion is 
apparent over a limited area. If the abdominal 
wall is scaphoid—the possibility of any acute mis- 
chief in the abdominal viscera may be excluded. 
On examination of the urine, evidences of keto- 
nuria will be found. A simple enema will produce 
evacuation of faeces and flatus. Parenteral infu- 


sion of fluids with glucose, with or without insu- 
lin, will alter the clinical picture within 24 hours’ 
time. 
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Acute pyelonephritis on the right side at or 
about the fifth month of pregnancy closely simul- 
ates acute appendicitis. The attack is ushered in 
with fever and generalised abdominal pain. 
Vomiting accompanies the rise of temperature, 
bowels are constipated. The abdominal pain set- 
tles down in the ‘appendix’ area. The patient 
does not look ill or toxic. The tongue remains 
moist. The act of micturition is painful. The 
examination of the urine shows increased albumen 
contents and considerable number of pus cells. 
Parenteral and oral instillation of fluids and com- 
bination of sulpha drugs contro] the temperature 
and diminish the pain. 

Complications associated with extra-uterine 
gestation are the commonest manifestation of 
‘acute abdomen’ during pregnancy. The history is 
typical. The sudden appearance of acute abdomi- 
nal pain sufficient to cause unconsciousness for a 
variable period and then followed by apparent 
severe anaemia and pallor is typical of an acute 
rupture of extra-uterine gestation sac. The 
degree of the ‘acuteness’ is dependent on the 
amount of blood spilt in the peritoneal cavity. 
If the leakage is slow and followed by intraperito- 
neal clotting and sealing off of the bleeding point, 
the condition is not acute. But so long as the 
gestation sac is ‘alive’, there is always the possi- 
bility of an acute attack being precipitated. Once 
diagnosed, the condition should be treated surgi- 
cally as soon as possible and practicable. 

An incarcerated retroverted gravid uterus, if 
not diagnosed and treated in the early stages, may 
threaten to rupture and produce acute abdominal 
symptoms. In the early stages the condition 
always manifests itself by causing retention of 
urine. If the bladder is drained with an indwell- 
ing catheter, the uterus corrects its position. If, 
however, the uterus is bound down with adhesions 
in the pouch of Douglas, spontaneous correction 
is not practicable and in the majority of cases, 
expulsion of the uterine contents per vaginam re- 
sults. - If however, the uterine wall is thinned out 
as in anterior or lateral sacculation, acute abdomi- 
nal symptoms appear. Such a complication, for- 
tunately, is a rare event, but deserves to be noted. 
The treatment is surgical interference, viz., laparo- 
tomy, hysterotomy and a suitable operation for 
ventrosuspension. In some cases of rapid enlarge- 
ment of the uterine body and the consequent thin- 
ning of the wall as in malignant types of hydati- 
diform mole, a rupture may be threatened. This 
is also a rare condition. Vaginal evacuation is not 
recommended in such cases. 

The twisting of the pedicle of an ovarian tumour 
is a common gynaecological complication. Forty 
per cent of these twists take place during preg- 


nancy. Sixty-five per cent of the cases, in my 
experience, take place on the right side and in 
persons of the age group of 20 to 30 years. Cases 
have to be diagnosed from appendicular attacks. 
The symptoms are however of gradual onset. 
Typical abdominal symptoms of vomiting and 
constipation appear late, frequently after there has 
been considerable haemorrhage in the substance 
of the tumour or the tumour might have burst 
and the contents spilt into the peritoneal cavity. 
Cystic teratomata so called ‘dermoids’ are the com- 
monest tumours. Fimbrial cysts with long thin 
pedicles are the next commonest. A ruptured 
dermoid may produce an intestinal obstruction as 
a late complication. The cheesy sebaceous con- 
tents produce local irritation giving rise to the 
fibrinous exudates which on organisation produce 
bands, and these later involve a loop or loops of 
the intestines causing mechanical obstruction. If 
surgical interference is resorted to early, preg- 
nancy need not be interfered with, it is expected to 
continue and end normally. 

In the pregnant uterus, in connection with 
what is generally described as toxaemia, the nor- 
mally situated placenta undergoes certain patho- 
logical changes. There may be intra-uterine 
haemorrhage which reveals itself as vaginal bleed- 
ing. In severe manifestations of toxaemia, the 
placental site also undergoes degenerative changes. 
In a few cases the whole uterine wall may be 
affected so as to cause retention of haemorrhage 
within the retroplacental area and this subse- 
quently infiltrates the muscular layers of the 
uterine wall. Ultimately the haemorrhage may 
trickle into the peritoneal cavity with or without 
loss of continuity in the uterine wall. Such cases 
present themselves as cases of acute abdomen, 
particularly if this phenomenon presents before 
the sixth month of pregnancy when the classical 
picture of toxaemia is an infrequent clinical 
entity. A general surgeon does not find the typi- 
cal picture of acute abdomen. An obstetrician 
does not find any gross evidence of internal 
haemorrhage and so he treats the general toxae- 
mia with sedatives and salt restriction in diet. 
The blood-pressure remains fluctuating between 
abnormal and high normal levels and because of 
the toxaemia resuscitation with glucose and salt 
is usually deferred. When symptoms of acute 
disaster in the abdominal cavity become evident 
it may be too late to save the patient’s life—at 
any rate too late to preserve the uterus as also the 
foetus in utero. Early diagnosis followed by 
early laparotomy should be resorted to. On open- 
ing the abdomen—if blood is found under the 
parietal peritoneum, immediate decision to remove 
the uterus with its contents should be made. Try- 
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ing to preserve the uterus after a hysterotomy is 
waste of valuable time in most cases. 


With the availability and popularity of the 
antibiotics, gross manifestation of puerperal sepsis 
is not commonly met with. But in rural areas 
fulminant puerperal sepsis is not infrequently seen. 
Criminal interference and irregular and insuffi- 
cient medication with antibiotics often result in 
dangerous perimetritis. This inflammation extends 
into the general peritoneal cavity. The causa- 
tive organisms are usually the haemolytic strep- 
tococci or one of the Clostridia—the gas producing 
Cl. aerogenes capsulatum or Cl. Weichii being the 
commonest. The cold clammy skin of the patient, 
the anxious expression, the dry furred tongue and 
the tender distended abdomen may all simulate 
the picture of peritonitis due to a perforated viscus 
or strangulation of an internal hernia—particu- 
larly so if the history of a criminal abortion is 
withheld from the practitioner. One has to be 
very careful. It is not enough to depend on the 
antibiotics and other measures for resuscitation 
and temporisation before undertaking surgical in- 
terference. Death is very frequent and, therefore, 
the practitioner should carefully guard himself 
from the possibility of a police enquiry. Medi- 
cally--the prophylactic measures against the pro- 
bability of tetanus infection should be adopted. 
The peritoneal cavity can usually protect itself 
from most infections—provided the patient’s 
strength can be maintained and superimposition of 
mixed infection can be controlled. Before laun- 
ching into a ventral laparotomy, drainage of the 
cavity with a posterior colpotomy has produced 
good results in many cases. 


The other generally treated causes of ‘acute 
abdomen’ may operate with pregnancy. Acute 
cholecystitis with manifestations of pancreatic 
mischief, acute appendicitis, and intussusception 
are not uncommon. While dealing with these— 
the routine should be not to interfere with the 
uterus and its contents. Very often in cases where 
pregnancy is advanced beyond the sixth month— 
an inexperienced operator may evacuate the uterine 
contents per abdomen to get more room to deal 
with the surgical condition. This is not ordina- 
rily recommended. Modern anaesthetic measures 
can be depended upon to get absolute relaxation 
and this will be a great help. It is a fact that in 
many cases there may be spontaneous evacuation 
of the uterus after the surgical procedure. This 
need not cause as much anxiety as in the case of 
deliberate hysterotomy where the uterus is the 
site of a wound and a very vulnerable site of infec- 
tion, not to speak of the devitalisation of the 
patient in consequence of haemorrhage which may 
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follow a deliberate hysterotomy of a premature 
gravid uterus. 

It will be realised from the above discourse 
that the acute abdominal condition may develop 
with or withoul pregnancy. It is all very import- 
ant to try and arrive at a diagnosis as early as 
possible. With early diagnosis if modern methods 
of medicinal and surgical treatment are adopted— 
success is assured in most cases. If the general 
practitioners will benefit from the above in coming 
to a diagnosis—an important step in the antenatal 
management will be achieved. 


SPECIAL ARTICLE 


THE POPULATION PROBLEM IN INDIA 


B. G. PRASAD, M.»., D.P.H., D.7.M. 


Professor of Social and Preventive Medicine 
King George’s Medical College, Lucknow 


INi RODUCTION 


The population problem is probably the gravest 
issue facing mankind. For India it has become 
the basic question. On its proper solution depends 
all future progress. The greatest impact of recent 
scientific discoveries has been on the life span of 
human beings. The lowering of the mortality rate 
has increased our life span—the expectation of life 
at birth in India in 1921-30 was 26°89 years and in 
1941-50 it rose to 32 years. In 1951-1960 it is 
expected to be about 42 years—an increase of 
nearly 15 years in a thirty-year period or an 
average gain of 5 years per decade. In the West 
between 1840 and 1890 the average duration of 
life increased by more than one year per decade, 
but from 1890 to the present day this increase has 
been at the rate of three years per decade or more. 

A grave result of applying scientific medi- 
cine for improving people’s health in under-deve- 
loped countries lies in the aggravation of the popu- 
lation problem. This has happened in Puerto Rico 
and Ceylon, by the concentration of efforts on 
reduction of mortality alone. Ceylon has cut its 
death rate by 50 per cent in 10 years—it dropped 
in 1956 to 8°8 from 20°3 in 1946, but its birth rate 
was as high as 36°4 in 1956. Science can be used 
to reduce deaths and it should also be used to 
reduce births. This is a humane, sensible and a 
moral approach. 

The control and stabilisation of the population 
is a matter of life and death for India. Japan has 
done it and there is no reason why India cannot 
do it. In 1920, the population of Japan was 51 
million and in a few decades it has risen to 91 
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million. This rapid increase drove the Japanese 
‘Diet’ into drastic action in 1948. Abortion was 
legalised, and health centres and family planning 
clinics were established throughout the country. 
As a result, the birth rate fell from 33°7 per 1,000 
in 1948 to 17°2 in 1957. Reduction in mortality 
in India needs to be balanced by artificial limita- 
tion of the population by family planning. 


The population problem of India received scant 
attention from the Government a decade back. 
Even the Health Survey and Development Com- 
mittee of the Government of India in 1946 did not 
lay down any clear policy on this problem. We 
in India seem to have suddenly become conscious 
of this problem. The Indian Planning Commis- 
sion (1956) recently observed thus: ‘“The problem 
of regulating India’s population froin the dual 
standpoint of size and quality is of the utmost 
importance to national welfare and national 
planning’’. 


DEMOGRAPHIC CYCLE 


The history of world population since 1650 
suggests that there is a demographic cycle of five 
stages through which a nation passes—the five 
stages being high stationary, early expanding, 
late expanding, low stationary, and declining. 
Up to 1920, India was in the stationary stage, as 
high death rates cancelled out high birth rates. 
But from 1921 onwards India has passed on to an 
early expanding stage in which death rates had 
started falling, and still falling, but birth rates 
continue at or near to the maximum. The third 
stage, i.e., late expanding, in which the birth rate 
also begins to decline but the population 
continues to grow because the number born 
exceeds those dying, may be developing in 
certain educated but hard-pressed lower middle 
class families living in cities. But 82°9 per cent 
of our population living in 558,089 villages is still 
in the early expanding.stage, and so also is the 
majority of the urban population. 


InpDIA’s PICTURE 


The population of the world is 6 to 7 times, 
but the total land is 40 times, that of India—land 
per capita being 13°5 acres as against 2°25 acres 


in India. The average citizen of the world uses 
only one quarter of the land on which he lives as 
‘agricultural area’, and of this he uses one-third 
as crop-land and fallow. In India over two-fifths 
of the entire land is used for agricultural purposes 
and almost all of it is cultivated. The world 
citizen cultivates 1°26 acres as against 0°96 acre 
in India and 0°63 acre in the State of Uttar 


Pradesh. Europe, the most densely populated 
continent of the world, is, im fact, less densely 
populated than India, and the average European 
has one third more land per capita than the 
average Indian. The density of population per sq. 
kilometer is 120 in India, 93 in Europe (average 
of Northern and Western, Central and Southern 
Europe), 22 in the U.S.A., 66 in China and 9 in 
U.S.S.R. India is both over-populated and under- 
developed. 

In India, 706 persons out of every 1,000 are 
engaged in producing their own food and a small 
surplus which just falls short of being sufficient 
for the other 294. In the U.S.A., 128 persons per 
1,000 produce a surplus in excess of their own 
food requirements which not only suffices for the 
needs of the other 872 but yields a margin for 
export to other countries. North America holds 
80 per cent of the total world surplus stocks in 
agricultural products. 


Recent TRENDS IN THE POPULATION OF INDIA 


1921 was the turning point for the population 
in India. During the 30 years between 1891 and 
1920 the population increased by 12°2 million only. 
But the figures for the subsequent 10-year periods 
are: (a) between 1921 and 1930 the population in- 
creased by 27°4 million ; (b) between 1931 and 1940 
by 37°3 million ; and (c) betweer 1941 and 1950 
by 44°1 million. 

During the 30 years following 1921, India’s 
population has increased from roughly 250 million 
to 360 million—an addition of nearly 110 million 
(about twice the population of United Kingdom 
of Great Britain and Northern Ireland, the size of 
Uttar Prodesh), as against an increase of only 12 
million during the 30 years between 1891 and 
1920. This phenomenal increase in the population 
during the 30 years following 1921 is due to the 
fact that ‘abnormal deaths’ due to famines, 
pestilences, epidemic and other diseases, which 
used to claim many victims before, were prevented 
from occurring. For example, during the last 
decade we have witnessed a large reduction in 
mortality from cholera, plague and malaria. The 
‘mean decennial rate of growth’ during the first 
thirty-year period (1891-1920) was as low as 1°7 
per cent, but with the disappearance of the 
natural checks during the second thirty-year period 
(1921-1950) the ‘mean decennial rate of growth’ 
rose to 12°1 per cent. Demographic trends indicate 
that the population at present is increasing at the 
rate of about 2 per cent per annum, one-and-a-half 
to two times the 1921-1950 rate. Nearly 17,000 
persons a day or 6 to 7 million a year are being 
added to India’s population. 
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AGRICULTURAL PRODUCTION 


Let us now consider the effect of this growing 
population on India’s food resources. The area of 
agricultural land per capita, as given by the three 
indices of cultivation are shown in Table 1. 


Taste 1—SHOWING PER CAPITA LAND IN INDIA 


Per capita land (in acres) 
Nature of land in different years 


1891 1921 1951 


Cultivated land oat 1-09 | 0-84 
Double-crop area one 0-12 0-13 0-10 
Irrigated area we 0-16 0-18 0-14 


The above figures show that the area of agri- 
cultural land per capita, as measured by the three 
indices of cultivation, was a little higher in 1921 
than in 1891 ; but during the second thirty-year 
period every one of these three factors declined 
steadily, and it was substantially lower in 1951 
than in 1921. The heaviest drop has been in the 
area of cultivated land—nearly one-fourth of the 
1921 level. The rate of growth of the population 
has substantially outstripped the rate of progress 
of cultivation in spite of continued efforts for more 


crops, increased irrigation, use of manures and 
fertilisers, better seeds and better methods of agri- 


culture. During the Second Five-Year Plan (1956- 
57 to 1960-61), with all these efforts, India has been 
averaging a_ three-and-a-half per cent annual 
increase in agricultural production. (The world 
tate of increase in food production in 1958-59 was 
4 per cent). In 1958-59, India attained a record 
food production of 73°5 million tons (against 63 
million tons in 1957-58 and 68°7 million tons in 
1956-57). But even then there is likely to be a 
shortage of 28 million tons of foodgrains by the end 
of the Third Five-Year Plan. Early in 1959, 
thirteen U.S. experts from the Ford Foundation 
published a report which estimated that the popu- 
lation of India would increase by 50 million during 
the five years of the Third Five-Year Plan (1961-62 
to 1965-66) and India would require 110 million 
tons of foodgrains a year by 1965-66. The present 
trend of production would yield 82 million tons. 
India’s production of foodgrains stagnated or 
declined slightly from 1890 to 1945; the annual 
quantity available per capita thus fell from 600 to 
400 pounds. In 1958, with nearly 400 million in- 
habitants, there was an average of 410 pounds 
available in a year of good production. India 
changed over from being a net exporter of food- 
grains into a net importer of foodgrains around 
1921. At that time production per capita and con- 


sumption per capita were in balance. Seventy 
years ago thvre was a surplus of about 4 million 
tons per annum, but during the last ten years 
India was importing 2°5 million tons of foodgrains 
on an average per year, roughly at a cost of 
Rs. 1,000 million a year. In 1950 a National 
Sample Survey showed that the average rural 
household produced 19°9 maunds (one maund is 
equal to 822/7 ib.) of foodgrains but ate 264 
maunds during a year. The average yield (less 
seed) of one acre sown to all foodgrains is 6 mds. 
in the country as a whole, the average rate of con- 
sumption of foodgrains per head of population per 
annum is 4°5 mds. (including wastage in storage 
and cattle feeding). India’s shortage of foodgrains, 
round about 1951, was 3°4 million tons—the differ- 
ence between 59 million tons of consumption and 
55°6 million tons of harvested yield. This shortage 
was equivalent to the foodgrains needed for con- 
sumption during 21 days in a year. 


Tue Furvure 


Preventable deaths continue to occur in India, 
in especially large numbers among infants and 
pre-school children. Out of 27 deaths of persons of 
all ages occurring annually among 1,000 persons, 
11 deaths occur among children under 5 years of 
age, and 7 of these are below one year of age, i.e., 
40°7 per cent of the total deaths are of children 
below 5 years, and 25°9 per cent of the total deaths 
are of infants below one year of age. India has a 
young population when compared with Western 
countries which have an ageing population. In the 
U.K. and France nearly one-fifth of the population 
is 55 years and above, while in India it is only one- 
twelfth. 

With increased and better maternity and child 
welfare services, and control of famines and com- 
municable diseases, the ‘avoidable deaths’ ‘are 
being prevented and the rate of population 
increase is accelerated. Unless the rate of growth 
of population is checked, population will continue 
to increase during the next thirty years (1951-80) 
at a faster rate than it did during 1921-50. It is 
expected to increase from 360 million in 1951 to 
410 million in 1961, 460 million in 1971, and 520 
million in 1981. By the year 2050, it would be 
2,000 million ; in other words, every sq. mile of 
India would have five times the population which 
it has at present. Therefore, in order to avoid 
such a catastrophe we must learn to plan our 
families to a limit which the country can support. 

The current rate of consumption of foodgrains 
is 44 mds. (1/6th of a ton) per capita per annum. 
The current rate of increase of population is about 
6°5 million each year, i.c., we need 6°5/6=1°1 mil- 
lion tons of additional foodgrains per annum. This 
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is becoming increasingly difficult to achieve. Agri- 
cultural development, with limitation of births to 
approximate parity with deaths, to get a stationary 
population, has to be India’s aim. It might be 
possible to achieve an over-all increase of agricul- 
tural productivity by about one-third above the 
1951 level, corresponding to the needs of a total 
population strength of 450 million. This popula- 
tion may be reached round about 1969 or earlier. 
This gives India a period of not more than ten 
years for planned measures to limit births. (A 
special study group of India’s Statistical Organisa- 
tion in 1959 estimated that India’s population 
would be 430°8 million on March 1, 1961 and 
479°6 million in 1966, a much higher estimate than 
that made by the Census Commissioner, Govern- 
ment of India, in 1951). 

India’s aim, as put by the Census Commissioner 
to the Government of India ,(1951-Census), is to 
limit the number of births so that the latter does 
not materially exceed the number of deaths, and 
thus achieve substantially.a stationary population 
before India’s population exceeds 450 million. 
This could be achieved if the number of child- 
births by every married couple was restricted to 
three. Birth of more than three children accord- 
ing to the Census Commissioner is ‘improvident 
maternity’. The incidence of improvident mater- 
nity in India is 40 to 45 per cent, i.e., out of every 
40 births which occur among every 1,000 people in 
the course of one year, 17 births are of this nature. 
If people can be induced to avoid improvident 
births, India’s birth rate would then fall from 40 to 
23 (40 minus 17=23). India’s death rate is 27, 
and out of these deaths 11 are of children under 5 
years of age, which would be reduced to six with 
the fall in the birth rate. In other words, avoid- 
ance of improvident maternity will not only 
reduce the national birth rate from 40 to 
23 but it will also reduce the nationaf death rate 
from 27 to 22 (27 minus 5=22) at the same time. 
The net result will be to reduce the rate of growth 
of population from about 13 per cent per decade 
to about | per cent per decade. By 1969 the total 
agricultural productivity should increase from the 
1951 level of 70 million of annual tons to about 94 
million of annual tons and the birth rate decrease 
from 40 to 23 by the avoidance of ‘improvident 
maternity’ which is defined as child-birth occurring 
to a mother who has already given birth to three or 
more children, of whom one at least is alive. 
This is the national policy and these are the targets, 
as determined by the Census Commissioner, to be 
achieved in regard to the population in India. 
The Government of India and the State Govern- 
ments are giving a high priority to the family 
planning programme. At the beginning of the 


Second Five-Year Plan (April 1, 1956) there were 
147 family planning clinics (21 in rural areas), and 
a few maternity and child health centres giving 
family planning advice, but hardly any medical ins- 
titution where instruction in family planning was 
imparted. By the end of 1959 it was encouraging to 
find that there were 1,147 clinics (712 in rural 
areas), 1,318 maternity and child health centres 
giving family planning instruction, 278 districts 
with family planning services, 27 medical colleges 
offering family planning courses and 65 training 
centres with family planning clinics. 

The question is how to achieve the targets and 
achieve them among 83 per cent of the illiterate 
and ignorant population, living in more than half- 
a-million villages of India, with no toilet facilities. 
One thing which we have to bear in mind in 
recommending any suitable method of family plan- 
ning in India is its cost. With a per capita in- 
come of less than Rs. 300 per annum, even foam 
tablets are beyond the purchasing capacity of 
many in India. It needs to be seriously considered 
why coitus interruptus, which in the majority of 
cases is found to be an effective and successful 
method and does not cost anything, cannot be 
advocated as a measure for family planning? ‘The 
majority of the top French medical men, gynaeco- 
logists, neurologists and psychiatrists considered 
it to be harmless (Dickinson, 1950). An investi- 
gation in the U.K. by the Royal College of Obste- 
tricians and Gynaecologists, as pointed out by the 
Census Commissioner, showed that 44 per cent of 
the couples married in 1935-39 and who had prac- 
tised some form of birth control between marriage 
and 1946, had practised coitus interruptus, and the 
‘pregnancy rate’ during the practice of this 
method was higher only by one-fifth as compared 
to the appliance methods. In a survey on birth 
control by questionnaire among the medical men 
in Uttar Pradesh in 1951 (Prasad, 1951) it was re- 
vealing to know that of those who replied and were 
practising birth control, as many as 42°4 per cent 
were practising this method and it was the most 
extensively practised method in the group. 
Further, even where the wives were doctors, this 
was the most popular method. The writer’s con- 
tention with medical men and women in India is: 
Why feel shy to advocate and preach what the 
majority of us successfully practise ourselves ? 


SUMMARY 


For India’s development and progress it is neces- 
sary to have a satisfactory solution of its popula- 
tion problem. Therefore, a plea is made that as 
science can be used to reduce deaths it should also 
be used to reduce births. 


| . 
. 
i 
AS 
: 
ays 
: 
kore 
& 
é 
os 


October 1, 1960 


J. 1. M. A. Advertiser 


xXxxi 


Facts and 


>- 


CHyO- 


> 
CHy- <> -$0.-NH 


NM-CO-NH- 


| 


cHs-< 


Licensees of FARB WERKE 


One out of over a thousand 


synthetic hypoglycaemic sub- 
stances finally established itself 
after comprehensive tabora- 
tory and clinical tests as the 
oral antidiabetic preparation 
of choice combining high thera- 
peutic effectiveness with ex- 
cellent tolerability: 


RAGTIROR 
»>~HOECHST< 


Lifelong safety was the criterion which deter- 
mined its selection in Hoechst. 


Rastinon is better tolerated than any other oral 
antidiabetic preparation. This factor, together 
with its reliable hypoglycaemic action, deter- 
mines its optimal pharmacological properties. 


Here is the basis for its world-wide application 
and the start of a new era in the therapy of 
diabetes. 


HOECHST 


ACEUTICALS 
TE LIMITED 


Bombay * Calcutta Madras New Dethi 


PRANKFURT (M)-HOECHST, GERMANY 


| 
Figures 
 — 
| 
| 
| 
#-CO-HM-CaM, Ci. ¢ 
PRIVA 
ace 


txxii J. 1M. A. Advertiser Vol. 35, No. 7 


Simplified 
Sulphonamide Therapy 


let 


Just one tablet a day affords— 
rapid effect 

prolonged action 

greater safety 

potent antibacterial activity 


Midike 


Sulphomethoxypyridezine, Porke-Dovis) 
Tablets of 0.5 Gm. in bottles of 6 and 50. 


PARKE - DAVIS 


== 
= =: 
= 
oe | = 
== 
: 
== 
= 
feel) 
== = 
= 
one tab dail 
= 
=. 
===> 
= 
= 
= 
— 
| 


JOURNAL OF THE 
INDIAN MEDICAL ASSOCIATION 


CALCUTTA, OCTOBER 1, 1960 


STANDARDS OF MEDICAL EDUCATION IN 
INDIAN MEDICAL COLLEGES 


Prof. René Sand, a celebrated Professor of 
Belgium has rightly said: ‘‘the history of medi- 
cal education is dominated by improvements in 
pedagogy, which enrich its methods ; by progress 
of science and technology which widens its scope ; 
and by needs of society which dictate its 
eurriculum.”’ 


The number of medical colleges in India has 
been fast increasing in recent years ; it rose from 
30 in 1951 to 55 in 1960, and may come to be 75 
by 1965. The strength in each college is also 
' gapidly increasing with the result that the intake 
has doubled from 2,500 to 5,000 students per year ; 
the corresponding outturn will increase from 14,000 
in the Second Five Year Plan period (1956-61) to 
about 20,000 in the Third Five Year Plan period 
(1961-66). This has been necessitated by the low 
proportion of doctors to population of about one 
in 6,000 for the country as a whole. The ratio in 
urban areas is five times that in rural areas and 
this is behind the main problem of the dearth of 
doctors in rural areas. While about 75 per cent of 
the population live in rural areas, nearly as much 
of the doctors live and practise in urban areas. To 
combat this shortage of qualified doctors for rural 
areas, it would be a wrong step if once again, 
attempts are made by the Planning Commission 
or the Central and the State Governments to 
establish a standard of medical education that is 
lower than the degree course prescribed by the 
Medical Council of India and the Medical Faculties 
of the Indian Universities. The rural areas should 
be, as in the urban areas, manned by medical 
graduates and preferably by experienced medical 
graduates who had been trained, to some extent, 
in public health and social medicine. There would 
not be any dearth of such medical personnel to 
serve rural areas, if these doctors are financially 
compensated and provided with fairly comfortable 
residential accommodation. Wherever necessary, 
provision should also be made by the Government 
for the education of children of these doctors in 
the urban areas. 


Similar to the acute shortage of doctors in rural 
areas, more acute shortages exist in other auxiliary 
and ancillary personnel like nurses, health visitors, 
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sanitary inspectors and auxiliary nurse-midwives 
and midwives. This explains the halting progress 
in the implementation of programme of rural 
health services in the country during the Second 
Five Year Plan period ; and also will have the 
same result in the Third Five Year Plan period, 
unless steps are taken to correct this position the 
soonest possible. For example, the total number 
of primary health centres in the Community 
Development Blocks envisaged by the Health 
Panel of the Planning Commission in 1955 for the 
Second Five Year Plan period was about 4,000, 
each centre covering 60,000 population, but actual- 
ly no more than 1,500 primary health centres are 
functioning today and even these are not fully 
manned with the personnel recommended. 


In addition to the dearth of personnel we are 
faced with a new preblem requiring large increases 
in training personnel in all medical colleges to 
keep up the standards of teaching and training. 
It is essential to focus attention on this problem 
also and solve it in a satisfactory manner. Unless 
that is done, the object of opening of new medical 
colleges and increasing the strength in existing 
colleges is sure to be defeated. 


Let us now discuss the standards of medical 
education. Primarily these may be divided under 
two broad heads ; viz., (1) facilities provided and 
(2) teaching and training methods adopted. 


The facilities provided are : 


(a) Accommodation: When buildings are pro- 
vided initially, a master plan should be ready so 
that money may be found for staff, equipment and 
other expenditure, both recurring and non-recur- 
ring. It is essential for the efficient running of the 
institution. But this seems to be rarely followed. 


(b) Staff: The Indian Medical Council respon- 
sible for standards of medical education has laid 
down norms for professors and assistant professors 
including inter alia post-graduate and/or research 
qualifications in addition to at least 7 or 5 years’ 
teaching experience. These important recom- 
mendations are often not followed in practice. To 
ensure the maintenance of and enhancement in 
the standard of teaching, the minimum teaching 
experience necessary for a professor, an associate 
professor or a reader cannot be lowered under any 
circumstances. If the required number of trained 
and experienced personnel is not available, the 
number of new medical colleges must be curtailed 
accordingly. 


(c) Equipment: Scientific equipment for 
various departments of medical colleges and 
attached teaching hospitals is mostly imported 
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from abroad. Foreign exchange restrictions parti- 
cularly for hard currency countries cause inordi- 
nate and unpredictable delay, and often the equip- 
ment is never procured. Even when procured the 
equipment cannot be used adequately for teaching 
and training for want of spare parts and/or 
repairs. A central institution should help the 
colleges and teaching hospitals to procure the 
equipment, and should, in addition, stock spare 
parts and attend to necessary repairs. Attempts 
must also be made for manufacture of equipment 
and spare parts in India. 


(d) Library: As most textbooks for medical 
colleges and a large number of journals are im- 
ported from abroad, a central organisation may, 
as in case of equipment, be set up to cater to these 
needs, easing foreign exchange and import restric- 
tions. Further, as most of the medical colleges 
have been newly started, back-numbers of journals 
have to be procured and photostat copies of scienti- 
fic articles supplied to research workers. The 
Indian National Scientific Documentation Centre 
(INSDOC) should be able to help in regard to this. 
Serious attempts must also be made for the publi- 
cation of suitable medical textbooks in larger num- 
bers in India. 


(e) Museum: Most college departments have 
their own museums in addition to or as part of a 
central museum. The import of audio-visual 
equipment and other aids for teaching and training 
like cine cameras, epidiascopes, film strip projec- 
tors and tape-recorders with the help of a central 
organisation as already indicated above should 
prove valuable. 


So much for facilities. Let us now discuss the 
important subject of teaching methods and tech- 
niques. 


While the provision of providing the facilities 
is the responsibility of Governments or heads of 
institutions ; the methods and techniques adopted 
for teaching and training is the responsibility of 
college departmental heads co-ordinated by prin- 
cipals or deans of the colleges and teaching 
hospitals. These are described below. 


(a) Didactic lectures: These are necessarily 
limited to an hour each. As students mostly 
depend on these lectures, to save their time in 
taking elaborate notes, cyclostyled lecture notes 
should be given in advance of each lecture. Such 
notes when interleaved will help the students to 
jot down anything extra. This may be also sup- 
plemented by their own notes taken from text- 
books or reference books and journals from study 
at home or in the library during elective hours. 


(b) Practical exercises in laboratories: Most 
departments follow up lectures by practical exer- 
cises which are rarely found in textbooks and 
hence students must be helped in this case too by 
cyclostyled sheets given in advance. 


(c) Demonstrations: Most disciplines give, in 
addition to practical exercises, several demonstra- 
tions, e.g., anatomy (dissection) ; physiology and 
pharmacology (animal experiments) ; and medicine, 
surgery, and obstetrics and gynaecology (clinics 
in out-patients or in-patients departments) ; pre- 
ventive and social medicine (field visits of total 
family care). These require small batches of 
students, and need adequate staff guidance and 
supervision. 


(d) Seminars and group discussions: These are 
necessary for staff members of overlapping disci- 
plines so that heads of departments know where 
a subject is being covered more than once and 
what is more dangerous, leaving gaps. For 
example, nutrition and parasitology are taught 
under several subjects and unless staff members 
know what is covered by each department there 
would be no integration and students would suffer 
in consequence. Group discussions among senior 
students and post-graduates are also helpful in 
clearing doubts, particularly before examinations. 


(e) Tutorial classes: The system of tutorial 
classes so well developed in western countries is 
rarely practised in this country. As most of the 
students cannot afford private tutors, tutorial class- 
es of small groups will help to further their 
knowledge. 


The assessment and grading of departments and 
medical colleges is another important point. The 
present situation in India is typified by the large 
increase in the number of medical colleges and the 
strength in each college during the past decade. 
Further increases are anticipated during the next 
five years, which call for assessment of standards 
of teaching and training. Obviously, we have 
more than enough colleges. The real need is for 
adequate and suitable teachers, and this calls for 
improving standards. Further, arising out of the 
recommendations of the First World Conference 
on Under-graduate Medical Education, London, 
1953, closely followed by the All-India Educational 
Conference, New Delhi, 1955, all medical colleges 
in India are adopting various changes in curri- 
culum, hours, teaching and training methods, etc. 
In particular the aims and objectives of medical 
education as it is now realised are to produce a 
“Basic doctor’, so that specialisation comes later 
during post-graduate courses. 
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Up to 1920 the population in India was 
stationary but during the last 40 years it has passed 
on to an early expanding stage in which death 
rates had started falling but birth rates continue 
at or near to the maximum. India’s population 
between 1891 and 1920 increased by 12 million 
only but between 1921 and 1950 the population 
increased by 110 million. The population is now 
increasing at the rate of 2 per cent per annum. 

In India the land per capiia is only 2°25 acres 
as against an average of 135 acres in the world 
and the density of population per sq. kilometer 
is 120 as against 93 in Europe. 70°6 per cent of 
the population in India is engaged in agriculture 
but even then the production falls short of the 
requirements. 

The rate of growth of the population has subs- 
tantially outstripped the rate of progress of culti- 
vation. It is estimated that by 1965-66, India 
would need 110 million tons of foodgrains while 
the present trend of production would yield only 
82 million tons. 

According to the estimates in 1951 of the Census 
Commissioner to the Government of India, it might 
be possible to achieve an over-all increase of agri- 
cultural productivity by about one-third above the 
1951 level, corresponding to the needs of a total 
population strength of 450 million. He estimated 
that this population may be reached round about 
1969 but latest estimates indicate that in 1966 the 
population may reach about 480 million. 

In order to limit the number of births so that 
they do not materially exceed the number of 
deaths, and thus achieve a stationary population, 
the Census Commissioner calculated that the 
national population policy should be based on the 
avoidance of ‘improvident maternity’. 

The question before India is how to achieve 
it and achieve it quickly through democratic means. 
With a per capita income of less than Rs. 300 per 
annum, even foam tablets are beyond the purchas- 
ing capacity of many in India. In the writer’s 
opinion, for the present, coitus interruptus, with 
whatever limitations and disadvantages it has, 
appears to be the most practicable method. 
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C. R. BHANDARI, m». 


Resident Medical Officer, Department of Medicine 
M. G, M. Medical College, Indore 


Myocardial lesions have been described in congenital 
as well as acquired syphilis. The best known lesion, 
gummatous myocarditis can be diffusely distributed, or 
assume the localised form known as ‘cardiac guimma’. 
The former is very rare and recognisable only by 
microscopic studies. Sohval (1935) observed that 97 
cases of cardiac gumma had been reported upto 1935 
and later Kothare (1949) mentioned that 112 cases had 
been published. Even so, the condition is rare. 


Case Report 


A 15 year old boy, otherwise normal in health, 
felt giddy on his way to school and collapsed. He 
was picked up by passersby and brought to the 
hospital. The casualty medical officer on duty 
(C.R.B.) found him dead. He performed an 
autopsy at which was found congestion of the lungs, 
spleen, liver and kidneys. The pericardial cavity 
contained 10 ounces of haemorrhagic fluid and the 
heart was enlarged with a spherical swelling, 60 
cm. in diameter, situated on the left border and 
the anterolateral aspect of the left ventricle. No 
lesion was observed in any other organ. The heart 
was sent to us for further investigation. 

Description of the specimen—The heart weigh- 
ed 235°7 g. Viewed from the anterior aspect, there 


*Read at the 36th All-India Medical Conference, 


Indore, December 1959. 
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was a spherical bulge situated on the convex 
margin of the left ventricle measuring 6°0 cm. in 
diameter (Fig. 1, vide Plate). The swelling was 
lobulated, soft and fluctuant in parts and congested 
in others. Viewed from the posterior aspect 
(Fig. 2, vide Plate), the swelling looked even more 
prominent as a protuberence which extended from 
2°5 cm, external to the interventricular septum to 
2°5 cm. from the descending branch of the left 
coronary artery. The subepicardial fat was more 
than usual for a boy of 15 years. On opening the 
’ chambers of the. heart it became apparent that the 
swelling measuring 60 x 4 em. was situated in the 
left ventricular wall itself and was communicating 
with the cavity of the left ventricle through a pin- 
point orifice situated in the lower pole of the swel- 
ling. Greatly thinned out myocardium, varying 
in thickness from 1 to 3 mm., constituted the wall 
of the cavity. The upper portion of the cavity was 
mostly occupied by a yellowish cheesy material, 
although in some parts, between the wall of the 
cavity and the cheesy material, a layer of lami- 
nated blood clot could be recognised. The lower 
portion of the cavity was empty, except for a thin 
layer of blood clot. The valves and chambers of 
the heart were normal. The piece of aorta about 
5 cm. long received with the specimen showed no 
macroscopic lesions of atheroma or syphilis. 

The microscopic features of the lesion consisted 
of a central necrotic area, containing nuclear and 
cytoplasmic debris and occasional necrotic myocar- 
dial fibrils. Bordering the necrotic area, there was 
a zone of dense granulation tissue in which could 
be recognised lymphocytes, eosinophils, an 
occasional neutrophil and numerous plasma cells, 
besides some giant cells of Langhans’ type and 
epithelioid cells (Fig. 3). Some of the blood 
vessels showed endarteritic changes and perivascu- 
lar cuffing. The outer zone of granulation tissue 
appeared to merge into an area of dense fibrous 
tissue (Fig. 4, vide Plate). 

Search was made for spirochaetes in the lesions 
but none were found. 


COMMENTS 


Gumma of the heart referred to in the literature as 
localised gummatous myocarditis or cardiac gumma is 
a rare condition. It may be solitary or multiple, vary- 
ing in size from a pinhead to a fowl’s egg. The most 
frequent site is said to be the left ventricular myocar- 
dium, particularly the basal portion of the interventri- 
cular septum, although cases are reported where there 
was involvement of the papillary muscles and the car- 
diac valves. Cases of interference with cardiac function 
and heart block have been described when zummas were 
so situated. The case under report, perhaps, because of its 
situation in the wall of the left ventricle, manifested 
no clinical disturbances before death. 

Cardiae gummas, like gummas in other organs, may 
heal entirely due to the marked tendency to fibrosis. 
Calcification has also been noticed. Alternatively, due 
to the extensive softening of the gumma and communi 
cation with the endocardial chambers, a _ cardiac 
aneurysm may result. In the present case, the gumma 
had followed the last mentioned course. Death was 
probably due to leakage from the aneurysm into the 
pericardial cavity, which, however, could not be detected 
by naked eye examination. 

The histological features of the lesion in this case, 
particularly the presence of remnants of myocardial 
fibrils in the central necrotic area, are quite typical of 
gumma. Cases of cardiac gummas reported in the lite- 
rature were in adults and due to acquired syphilis but 
it is known that similar lesions can occur in congenital 
syphilis. The age of the present case would suggest 
that the gumma was possibly a manifestation of con- 
genital syphilis, although no other lesions typical of 
congenital syphilis were detected. 

Spirochaetes were not found in the lesion. Sohval 
(1935), Haam and Ogden (1938) and Kothare (1949) have 
also observed that spirochaetes are not easily demon- 
strated in tertiary lesions and that this does not nega- 
tive the diagnosis. 
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GENERAL PRACTICE DIGEST 
AMOEBIASIS AND AMOEBIC DYSENTERY 


Recovery and identification of the parasite 1s essen- 
tial for a diagnosis of amoebiasis. During dysenteric 
attacks amoebae are swept out in the liquid stools and 
during intermissions cysts are passed in the formed 
stools. Some people harbour Entamoeba histolytica in 
the bowel but disease or symptoms are virtually un- 
known among them. These people have ‘amoebiasis’ 
and need no specific treatment. Amoebic dysentery and 
its complications are generally present in persons har- 
bouring the parasite in the tropics. 


TREATMENT OF ACUTE AMOgRIC DySENTeRY 


In acute clinical attacks emetine hydrochloride 
should be injected intramuscularly or subcutaneously in 
dosage of 1 gr. (65 mg.) daily, until the attack stops. 
Injections for 3 to 5 days usually suffice for this pur- 
pose, and should not be continued after arrest of the 
clinical attack. 

Emetine injections will rarely eradicate the primary 
intestinal protozoal infection—its effect is clinical, not 
radical (parasitic) cure. Emetine injections should 
never be extended beyond a 12-day period, and such 
patients should always be confined to bed as a pre- 
caution against toxic effect of emetine on the heart. 


TREATMENT OF COMPLICATIONS 


Acute emergencies—These are extra-intestinal and 
are acute emergencies, which if not specifically treated, 
may be fatal. The infection can travel from the large 
intestine to the surrounding tissues. If it starts as an 
embolus from portal circulation, amoebic liver abscess 
results. If untreated, it can extend to any adjacent 
organ or tissue—commonly it invades the diaphragm 
and the right lung An amoebomata results from a 
combined amoebic and secondary bacterial infection. 


A colostomy leaking amoeba-laden matter is followed 
by amoebic infection of the wound tissues, with a 
spreading area of cutaneous amoebiasis under the 
dressing. This also happens to surgical drainage of an 
amoebic liver abscess, in the absence of specific treat- 
ment. In a continuously incontinent patient with clini- 
cal amoebiasis rapidly extending cutaneous amoebiasis 
may develop over the buttocks and perineum. Emo- 
bolism to the brain or other organs has also been re- 
ported. 

Liver abscess—Chloroquine is given orally in dosage 
of 1g. of the salt initially, and followed by 0-5. daily 
for 6 to 8 days. Such a patient can be treated with 
emetine and chloroquine concurrently. Chloroquine has 
action only on the amoebae in the liver. Toxicity dee 
to the drng is manifested by visual defects. If they 
appear, chloroquine should be stopped. 

Along with treatment for extra-intestinal amoebic 
infections, the primary bowel infection with FE. histo- 
lytica should be attacked with a full course of anti- 
amoebic treatment. 
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(Parasitic) Cure oF 
INTESTINAL INFECTION 


The use of certain antibiotic drugs (e.g., the tetra- 
cyclines, erythromycin, spiramycin, etc.), which them- 
selves are not amoebicidal, may be followed by dis- 
appearance of the parasitic infection. These antibiotics 
are believed to alter the associated intestinal bacterial 
flora essential to the survival of the amoebae in the 
large intestine. Fumagillin (another antibiotic) is 
amoebicidal in vitro. Paromycin (humatin) is the most 
recent of the antibiotics claimed to be amoebicidal. It 
is free from side effects, in the dosage recommended. 

Emetine Bismuth Iodine (E.B.1.)—This drag is direct- 
ly amoebicidal. The recommended dosage is 1 gr. (65 
mg.) given orally thrice daily, for 10 days, together 
with other drugs given similarly or on alternate days 
over 2 or 3 weeks. It is dispensed as enteric-coated 
tablets which liberate their contents after 3 or 4 hours’ 
digestion. 

Other drugs—Arsenicals (milibis), iodo-oxyquinolines 
(embequin) are directly amoebicidal. When given alone, 
they are unsatisfactory. If used at all, they should be 
given concurrently by mouth with E.B.1. as a supple- 
ment, such as on alternate days (with E.B.1.) over 3 
weeks. 

Chiniofon (4 p.c., water soluble form of iodohydroxy- 
quinoline) can be given as retention enema on days 
alternating with E.B.I. treatment, after a preliminary 
wash-out enema. Its action is both directly amoebicidal 
and antibacterial. It is non-irritant and practically non- 
absorbable, and promotes cleaning and healing of gross 
lessions in the large bowel. 

Arsenical drugs should be stopped promptly on the 
appearance of any skin rash. 

Newer amoebicidal drugs include phenanthrolines 
(‘entobex’), dichloroacetamides (mebinol, entamide) and 
diethylaminocresols (camoform). All of them are given 
by mouth. None of them are euperior to E.B.I. in 
radically curing the intestinal amoebic infection. All of 
them are free from toxic side effects. 

Antibiotics—The tetracycline antibiotics (terramycin, 
aureomycin) given in doses of 05 g. six-hourly for 10 
days, produce disappearance of the parasitic infection 
in about 60 per cent of patients so treated. The anti- 
biotics are, therefore, no improvement over E.B.1. or 
other amoebicidal drugs. The antibiotics should be 
given only to such paticnts as are found refractory to 
treatment with E.B.I. Tetracycline antibiotics are most 
efiective when given along with other amoebicidal drugs 
repeatedly. 


HARMFUL TREATMENT 


Long-continned drug treatment, whether sustained or 
intermittent, for unproved cases of amoebic dysentery 
is not justified. The infection is readily eradicated by a 
short intensified course of treatment. Indefinite pro- 
longation can do no more good, but is harmful to the 
patient both physically and psychologically. 


—From an article by A. R. D. Adams, 
Brit. M.J., 1: 956, 1960 


CURRENT MEDICAL LITERATURE 


Allergic Disease in Patients with Adrenal 

CaRRyeR, H, M., Smerrick, D. W. Gastineau, C. 
F. (J.A.M.A., 172: 1356, 1960) from the Section of 
Medicine, Mayo Clinic and Mayo Foundation, write : 

Data from 27 patients were analysed in order to de- 
termine the relation of adrenal cortical hypofunction 
to the occurrence of allergic disorders. This group was 
selected on the basis of evidence of allergic disease, 
obtained either from the case record or from a personal 
interview, out of a total of 496 who had been found 
to have adrenal cortical hypofunction. Among the 496 
there were 18 in whom the existing allergic disease 
showed no correlation with adrenal cortical function and 
27 in whom there was (1) a definite time-relation be- 
tween full development of the hypofunction and appear- 
ance or intensification of the allergic disorder or (2) im- 
provement in the allergic disorder as treatment for 
adrenal cortical hypofunction was implemented. The 
latter most commonly were in the form of atopic re- 
actions. In 8 of the 27 patients with adrenal cortical 
hypofunction the administration of cortisone or adrenal 
extracts ameliorated the atopic symptoms. 


Effects of Diuretics upon Serum PBI 


Scuterncart, D. E., PeRuMuTTER, M. AND NUMEROFF, 
M. (Am. J. M. Sc., 239: 571, 1960) from the Depart- 
ment of Medicine of the Maimonides Hospital of 
Brooklyn and the Department of Medicine, State Univer- 
sity of New York College of Medicine, New York, from 
a study of the effect of diuretics on serum PBI and 
thyroidal uptake of radioactive iodine observe : 

The acute effects of mercurial diuretics, hydrochloro- 
thiazide and acetazolamide upon the serum PBI levels, 
24-hour thyroidal uptake and 24-hour urinary excretion of 
I,,, were studied in a group of patients, some of whom 
were in congestive heart failure with secondary fluid re- 
tention. 

There was no interference by mercurials upon the 
determination of serum PBI when Barker's dry-ashing 
technique was used: its levels remained unchanged at 
intervals from 4 to 48 hours after the intramuscular in- 
jection of meralluride. Neither hydrochlorothiazide nor 
acetazolamide proluced any acute change of the serum 
PBI levels. 

The administration of mercurials, hydrochlorothia- 
zide or acetazolamide failed to increase ioduresis and 
had no effect upon the 24-hour thyroidal uptake of I,,, in 
normal subjects and also in patients with congestive heart 
failure. 


Potassium Deficiency in Anorexia Nervosa, with 
Reference to Renal Tubular Vacuolation 
Wiciry, R. D. (Brit. M. J., 2: 110, 1960) from Pal- 


merston North Public Hospital, New Zealand, writes : 
Seventeen reported cases of anorexia nervosa with 


. iodine (1**"') was given to one patient. 


hypokalaemia are summarised. Eight showed some evi- 
dence of renal disorder. Habitual purgation complicat- 
ed the only case shown to have the tubular lesion of 
potassium depletion. 


Three further cases with hypokalaemia are described, 
one showing tubular vacuolation: 


It is thought that the potassium depletion is due to 
a deficient intake, aggravated in some cases by vomiting, 
and in some by purgation. Malabsorption may be more 
certainly excluded if further cases become available. 


Fatal paralysis and possibly irreversible rena) changes 
may occur if this complication is not recognised. Five 
of the 20 patients had died at the time of reporting. 

Conventional treatment should correct the deficit, but 
oral or intravenous potassium chloride may prove neces- 


sary, 


Ophthalmic Diagnosis and Management of Impending 
Cerebrovascular Lesions 


Brrce, H. L. (J.A.M.A., 172: 1958, 1960) from Asso- 
ciate Ophthalmologist, Hartford Hospital, and Assistant 
Clinical Professor of Ophthalmology, Yale University, 
New Haven, writes: 


Diplopia is one of the earliest signs of cerebral vas- 
cular insufficiency. It may be a complete oculomotor 
palsy when the lesion is large and late, or it may be so 
slight that the patient is not aware of it except as an 
ocular discomfort or refractive disorder. Using the tools 
of the ophthalmologist—lenses; prisms; and tests of 
fusion, depth perception, and accommodative power— 
the examiner can often find these signs of oculomotor 
weakness long before other neurological findings are 
apparent. The author classifies the diagnosis of cerebral 
vascular insufficiency, including such ocular signs and 
symptoms, gives illustrative patient histories, and brings 
attention to the management of eye difficulties in pa- 
tients with strokes. 


Pruritus : A Neglected Symptom in Thyrotoxicosis 


EuIAKIM, M. AND RACHMILEWITz, M. (Israel M. J., 
18: 262, 1959, Ref. j.A.M.A., 173: 39, 1960) write : 

Severe pruritus was one of the symptoms of 6 patients 
with thyrotoxicosis. The itching was generalised, 
migrating, unpredictable, and often more pronounced at 
night. No skin lesions were observed, except for dermo- 
graphia. Scratching afforded no relief. In all instances, 
itching was one of the first signs to disappear with 
snecessful treatment. Ergotamine and _tetraethylam- 
monium chloride afforded temporary symptomatic relief 
of pruritus in 2 patients. All the patients received 
propylthiouracil. In addition, 3 patients received Lugol's 
solution and underwent subtotal thyroidectomy. Radio- 
Itching usually 


disappeared from 7 to 10 days after treatment with propyl- 
thiouracil began, even before other signs of improve- 
ment were noted. Cutaneous vasodilatation and marked 
instability of the autonomic nervous system are consi- 
dered the pathogenic factors of pruritus in thyrotoxi- 
cosis. 
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CURRENT TOPIC 


SUGGESTIONS FOR WIDER FACILITIES FOR 
MEDICAL EDUCATION AND MEDICAL CARE 
IN OUR COUNTRY 


R. MAHADEVAN, M.s., F.R.C.S. (ENG.), F.R.C.S, (EDIN.) 


Surgeon, General Hospital, Munnar 
Formerly Professor of Surgery, Madras Medical College 


Almost all our present ills stem from, if I may say 
so, quarrels among brothers in a house with not enough 
food to go round. Whether it is provincialism, lin- 
guistic fights, or intercommunal rivalry and jealousy, 
in the ultimate analysis it is due to our poverty. The 
sorry spectacle of a Minister saying in the morning 
at one meeting that the teacher’s profession is the 
noblest in the world and teachers must be better paid 
and the same Minister saying at another meeting in 
the evening that there is no money and so it cannot 
be done, is due to our poverty. It is the logical se. 
quence of a man having to face two irreconcilable 
facts. Napoleon said, not without deep significance, that 
an army marches on its belly. A famous Dewan of 
Travancore when presented with several petitions re- 
questing for this relief and that improvement and this 
help said “That can be done and this can be done, 
but what can one do if the treasury is empty?” We 


have to accept the fact that many things are essential 


but we just have not got the money for it now. Even 
if we have the money or some good angel thrusts the 
money on us it will inevitably take time to build up 
the necessary things. Building up the best of things 
on a nation-wide basis is bound to be a slow affair. 
We can take it for our present purpose that we are at 
a low ebb as regards existing facilities for medical 
education and medical relief. Our aim is to provide 
the best. Inevitably we have to go through better and 
better stages till the best is attained. The one practical 
way is to make a beginning by utilising to the full our 
existing facilities. Are we doing it? The answer is 

To take one example—Are we utilising to the full 
the facilities in our existing district headquarters hos- 
pitals, deficient though they are in many important 
essentials? The answer is again “No”. Can we do 
it?—of course “Yes”. Is it going to be the best 
arrangement? No, but it will do for a start. You will 
find, if the suggestion given below of utilising these 
institutions for teaching purpses also is put into effect, 
that the institutions themselves improve. The type of 
treatment given, and the outlook of the staff entrusted 
with the responsibilities of teaching students will all 
change for the better. The enthusiasm of the local 
people will be on the increase and they will come all 
out to help. In a thousand ways the whole institution 
will improve. 

Just as there was a central institute of anatomy and 
physiology at the Madras Medical College and students 
taught there for the first two years were sent out for 
the clinical courses to the Stanley and Madura Medical 
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Colleges and as similar arrangements for the Tanjore 
Medical College exist now, it is possible to organise 
for the clinical courses also. In a three months’ course 
every year (make it six months if you like) at a 
central place like the Madras or Stanley Medical Col- 
lege, the basic principles of medicine, surgery, and 
midwifery can be taught by the professors of the res- 
pective subjects and the rest of the nine or six months 
of the year, students of the batch must be posted for 
work at the existing larger headquarters hospitals like 
Trichinopoly. In such arrangements, the number of 
holidays for the students will have to be curtailed to 
the barest minimum. The existing regulations stipulate 
10 beds for every student tanght. In a 500 bedded dis- 
trict headquarters hospital, if not 50 at least thirty 
students may be trained. If this principle is adopted 
a much larger number of candidates than now can be 
admitted each year for the medical course. There are 
plans to expand the district headquarters hospitals in 
many other places, e.g., Tirunellveli. In some other dis- 
tricts, the hospitals have already been enlarged. 

The district medical officer and the rest of the staff 
with post-graduate qualifications must be entrusted with 
the responsibility of clinical teaching. There must be 
some relaxation in the existing rules and regulations. 
It is no use asking a district medical officer at the age 
of 50 to go and take the M.S. or M.D. before he is 
considered fit to teach a student about hydrocele or 
hernias, sinuses and fistulae. I know of an instance 
where a very good professor after having been a pro- 
fessor for years, was told when he was near fifty that 
if he should continue as the professor he should take 
the M.S. In despair he left the institution and went 
as a district medical officer. The institution lost a good 
professor. That was all the outcome. In every dis- 
trict headquarters hospital there are enough doctors, 
“paid and honorary’’, some of them with post-graduate 
qualifications. At least people with post-graduate quali- 
fications can be entrusted with teaching work. I like 
to think that it has not been without meaning that 
the Government and Universities have designations for 
the various posts, viz., 


(1) “Lecturer” first, 
(2) ‘‘Reader” next, 
(3) “‘Professor’’. 


When the lecturer begins to lecture, he then only 
begins to realise that he knows precious little and then 
begins to read and becomes a “Reader” in the literal 
sense, not merely in the official sense. Having become 
a “Reader” he also realises that the bread will be taken 
out of his mouth if he stops reading and finally he ends 
up as a professor. 

To facilitate getting more people with post-graduate 
qualifications who may be entrusted with the responsi- 
bility of teaching, some of the existing restrictions must 
be done away with. Many graduates are eager to take 
post-graduate training and degrees but are not able 
to do so because of certain regulations now obtaining 
at any rate in the Madras University. It is better to 
have loved and lost than not to have loved at all. A 
doctor who has prepared and appeared for a post-gra- 
duate degree and failed is much better than a doctor 


and then 
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who never gave a thought of taking a post-graduate 
degree. When one begins to read a subject in great 
detail then only the vastness of the subject and the 
comparative ignorance of one’s knowledge about it is 
realised. This has the salutary effect of making one 
humble and desire to learn more. As far as I can un- 
derstand, the reasons given for the existing method 


of selection whereby a few candidates are selected out. 


of a large number, are mainly two: 
(1) That no professor can give his individual time 
to train more than three in a unit. 
(2) That the clinical material available in a unit will 
not be enough for more than three candidates 
if they are to study the cases fully and properly. 


Both the assumptions are open to question from the 
practical point of view. In the first place, the profes- 
sor has usually no time to train even three, if individual 
attention is what is expected. Beyond giving a few 
post-graduate lectures and a set of clinical demonstra- 
tions, nothing more is being done now, nor is anything 
more possible with the existing state of affairs. Indivi- 
dual attention may be the ideal but this has not been 
possible. The post-graduate who does not take in this 
situation quickly will inevitably be lost. He has got 
to go round, be enthusiastic, see and learn things for 
himself. Of course he will get guidance if he asks 
for it and this is how it should be in the matter of 
post-graduate education. Spoon feeding is not only 
not required, it should not be there. 

The professor, what with his routine work in the 
hospital, the regular under-graduate lectures, and the 
necessity for supplementing his meagre pay by private 
practice has little time left beyond reading up enough 
to save his skin at the post-graduate lectures, lest some 
post-graduate should ask some “doubts” and ask for 
clarification. So, whatever the ideal may be, these are 
not being achieved by the existing methods. They will 
not be achieved until many things requiring change 
are changed and these are not going to happen in the 
foreseeable future. 

As regards the other statement that there is not 
enough clinical material, I don’t think this is correct 
either. The clinical material that goes untapped in our 
country can only be compared to the waters of our rivers 
that go into the sea unutilised. Even if all the doctors 
and medical students available today- are harnessed to 
establish the “normals” for our country it will take a 
generation. We simply do not have the “‘normals’’ nor 
do we have accurate information about many diseases. 
Take only two examples: 

(1) If you ask a medical student which is the com- 
monest carcinoma in the human body, very likely he will 
say carcinoma of the stomach or now-a-days perhaps 
carcinoma of the lung because one hears so much about 
this both in the medical literature as well as in the 
press. If you ask him next how many cases of carci- 
noma of the stomach he has seen during his three years’ 
work in the wards he will confess that he has seen 
very few. He will indeed now state that probably his 
answer was wrong as he has seen more cases of carci- 
noma in other situations of the body. Such a state of 
affairs exists because he has read textbooks written 


by anthors of other countries, who naturally lay stress 
on what is common in their country. We have no 
textbooks of our own. In a personal survey of malig- 
nant growths in our country, compiled from a study of 
cases admitted to various large hospitals, carcinoma of 
the stomach was found to account for only 35 per cent 
of all malignant growths. In this study care was taken 
to intlude only cases confirmed by biopsy. This find- 
ing in fact coincides exactly with figures given by the 
Tata Memorial Institute, Bombay, where the figures 
have been arrived at from a much larger series of 
cases. Yet, the student will continue to say that car- 
cinoma of the stomach is the commonest in our coun- 
try. Is it his fault? No. 


(2) Take a subject like high blood pressure—I find 
in a place where I now work that it is so common that 
I began to doubt whether the blood pressure apparatus 
I am using was at fault, or whether my method of 
taking the readings was at fault. I began comparing 
readings taken by two blood pressure apparatuses for 
each patient. The high blood pressure was there. Then 
I began comparing the readings taken by other doctors 
for the same patient. The high blood pressure was 
still there! Except in one patient, a girl of 17, who 
had coarctation of the aorta, no other obvious cause was 
found in any. Intravenous pyelograms taken for some 
of the patients failed to show any faulty renal func- 
tion except in one case, where there was a suspicion of 
a unilateral polycystic kidney. Even in this patient the 
function of this kidney was very good. There are 
literally hundreds of patients with high blood pressure 
seeking treatment in a single institution. The high 
blood pressure is found in the old and in the young, 
in the male and the female, in the obese and in the 
lean, in the multipara and nullipara, during meno- 
pausal stage, well before or long after it. Many of these 
patients have symptoms like giddiness, breathlessness 
on exertion, lassitude, aching pain all over, sleepless- 
ness, etc., etc. A whole team of specialists can work 
on this single subject, in one single institute alone and 
can profit by it. ; 

Thus there is enormous clinical material. A doctor 
in his private practice can work on these arid similar 
subjects and his work must be taken into consideration. 
Simply because he has not worked in a “‘teaching 
institution”, he must not be prevented from appearing 
for a post-graduate examination. The inevitable answer 
to this will be ‘This statement is wrong!"’ A doctor 
after 5 years’ practice in his speciality can appear for 
M.D., or M.S., etc. The answer to this is “Ask the 
doctor who tried to get in under such regulations’’. He 
has been prevented, as not having satisfied one clause 
or other. The frustration among these candidates is 
enormous. I often wonder why these obstacles are placed 
in one’s own country. God alone knows why. Some 
time back, a team of doctors left the country to take 
the Fellowship of England or Edinburgh. Among them 
were some who had tried to get selected for the post- 
graduate conrse here without success. Tired of their 
trials here, they went to the foreign countries. Yet, 
a protest was raised in letters to the newspapers stat- 
ing that there is no necessity for candidates to go to 
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foreign countries tut degrees’ and so on. The protest 
was feeble. It had to be feeble because every one 
concerned knew what was happening. 

By all means let there be regulations stipulating 
that a candidate can appear for a post-graduate degree 
only after certain number of years after obtaining the 
basic qualification of M.B.B.S., say three years as now 
or even longer if need be. The standard of the exami- 
nation must of course be kept high. If the candidates 
do not come up to the standard let them fail. But 
this selection and prevention thereby of a large number 
of enthusiastic candidates having a chance to obtain 
post-graduate qualifications must cease. How a selection 
committee can go to absurd lengths is illustrated in the 
following incident. A candidate sent a telegram that 
the letter asking him to appear before the selection 
committee reached him so late that he could not pos- 
sibly do so on the date and time fixed. He had given 
the correct address. He requested for an -interview 
the next day. All the three members of the Com- 
mittee belonged to the institution in Madras. I was 
one of them and I agreed. The second member also 
agreed. But the chairman refused. He maintained 
that the intimation asking the candidate to appear for 
interview on a particular date left his office in time 
and that it was no fault of his if there had been any 
postal delay. The candidate appeared the next day 
and pleaded with the chairman. The chairman was 
adamant. The candidate was not interviewed. I do 
not say that selection committees do such things fre- 
quently enough to condemn such committees. This is 
an exireme example. But it illustrates how things 


organised for a good purpose cam go wrong in umrea- 
sonable hands. If obstacles like these can be avoided, 
surely they must be. 

As regards the medical relief work for the poor in 
the villages, the oft-repeated pronouncements that the 
fresh graduates must go to the villages and work there, 


are neither fair nor realistic. Either those who are 
making these statements do not know the difficulties 
because they have not gone and seen for themselves 
the conditions existing in the villages or if they have, 
they just don't care. Such pronouncements serve no 
useful purpose either in enthusing the fresh graduates 
or in organising better medical relief for the villages. 
I asked a doctor, an old student of mine, who resigned 
within three months of joining Government service as 
a medical officer as to why he resigned. Here is his 
answer, “I was posted to a place, access to which was 
only by a foot-path. I could take my trunk and bed- 
ding only over the head of a coolie. There was not 
even a decent hut to stay in the place. There was fot 
any medicine worth mentioning to give to the sick that 
came, no material even to stich a wound. The nearest 
hotel where I could get a cup of coffee was two miles 
off: I have a wife and children. How am I going to 
live with them and how is my boy to be educated? 1 
resigned in despair.”” I quote accurately the substance 
of the doctor’s statement and as far as I can now 
remember, his very words. This was about 5 years ago. 


The answer to such a situation as now is clear. 
Access to village treatment must be by mobile units 
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from the district or taluk centres. The anit may go 
round by rotation to different villages on different days. 
The serious cases must be transported to the nearest 
taluk or district hospitals for treatment. Non-serious 
cases may be examined and given the medicines re- 
quired. Arrangements can easily be made for minor 
surgical procedures as removing a cyst, opening an 
abscess or stitching a wound. Patients requiring spe- 
cial investigations may be advised to report at a main 
centre on a particular date for admission. The medical 
relief wings of the Stanley and Madras medical col- 
leges conducted by the students, with professors and 
assistant professors available on the spot for help and 
guidance, have done splendid work. Similarly the fresh 
graduates may be utilised but the senior doctors must 
be available for help and guidance. 

Every doctor, retired or in active practice, willing 
to join such units must be utilised. Their help must 
be taken even if they can spare their time for only one 
day in a week or for the matter of that only one after- 
noon. There are retired doctors, retired from service 
or active practice who will be willing to help in euch 
a good cause. The out-of-pocket expenses at least of 
these doctors must be met. It is not difficult to work 
out a reasonable scheme on these lines. 

Whether the age of retirement from the Govern- 
ment service is 55 or should be fixed at © or 65, so 
long as every doctor able and willing to work is mobi- 
lised for the purpose outlined, a move in the right 
direction has been made. The medical profession has 
responded splendidly to the call of honorary work. 
We have only to look at the mumber of doctors who 
work at the various Government institutions everywhere 
and give their best hours of work for nothing. 


The suggestions that mobile units must be available 
and that some allowances must be paid to the doctors 
may be countered by the argument that these schemes 
will also cost money and where is the money to come 
from in a poor country that I talked about initially? 
The answer is that the amount required can be found by 
preventing existing wastages. For example, if a care- 
ful selection is made, the essential drugs required for 
distribution by the mobile units can be limited to a few 
drugs without impairment of the efficiency. These 
drugs must be in the form of tablets. For bulk supply, 
a careful choice of the drugs is essential. For the same 
drug obtainable from one firm at a very cheap rate, 
another firm may quote an exhorbitant price, because of 
some addition or alteration which is not of great im- 
portance. Often, the more famous the company the 
higher is the price quoted. Again, some years back 1 
myself purchased electric suction apparatus for the 
institutions where I worked at a cost of about Rs. 4000/-. 
These had to be imported then but now electric suction 
apparatus are made in India which costs only about 
Rs. 500/- each. I must hasten to add that the Rs. 4000/- 
apparatus had special features and were worth the 
Rs. 4000/- paid but the Rs. 500/- apparatus serves the 
need well enough. A third example where money can 
be saved is on buildings. Why have enormous build- 
ings for every department of every new college? A 
large shed with cemented flooring, adequate water 
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supply, efficient drainage and a wire netting to keep out 
the crows will do for an anatomy shed. This is just 
an example. There are many other ways in which 
money can be saved in building constructions and not 
all of them necessarily temporary structures. Lecture 
halls need not have massive walls: doors and windows— 
and these always cost a lot—can be altogether omitted. 
A room for locking up costly articles may be provided 
in the hall. The rest of the lecture hall can be an 
open shed as it were. Some of the lecture halls at the 
Madras Christian College, Tambaram, are models of 
what these should be. There is no wastage. These 
are not mere temporary or semi-permanent structures. 
They are permanent structures. 


Now, I come to another very important point which 
requires serious consideration in view of the existing 
shortage of medical personnel. The entire medical per- 
sonnel of the public health department must be mobi- 
lised for curative work also. They are only eager to 
help like this. At present they are tolerated by the 
public as an unavoidable nuisance. While preventative 
work on a large scale is certainly much more important 
than treating individuals, as we are short of personnel 
we have to combine both. The preventative work is 
not obvious to the ordinary man, whereas the cure of 
an individual from a serious illness, and the realisation 
that one’s loved ones have been saved by a particular 
doctor brings the doctor concerned more prestige and 
more influence with it. In fact a doctor so placed will 
be able to do better preventative work because people 
will care to follow his advice. This is a very great 
advantage of being in the curative side. This aspect 
is important. These doctors can also combine preven- 
tive work during the visits to the villages with the 
mobile umts; for example, they can show health ‘films’. 
If the villagers can be made to understand that by 
boiling the water they drink and keeping the food they 
eat so protected as to prevent contamination by flies 
and dust, enormous number of cases of gastro-enteritis 
and other bowel troubles can be prevented, this in itself 
will be a great achievevment. 


SUMMARY 


To sum up, the concrete suggestions made herein 
are 
(1) All headquarters hospitals also must be utilised 
for teaching purposes. The ways and means of achiev- 
ing this and the advantages gained by this are out- 
lined. 

(2) Existing restrictions in taking post-graduate 
degrees by “selection”, must be done away with. As 
to why this should be done, and the ways and means of 
getting more personnel with post-graduate degrees are 
outlined. 

(3) It is no use asking the fresh graduates to go to 
the villages for the purpose of medical relief. Medical 
relief for the villages is to be obtained by mobile units 
with centres at district and taluk headquarters. All 
available medical men inclusive of those who have re- 
tired from service or active practice can be mobilised 


for the purpose. 


(4) Lot of saving in money can be made and money 
found for the requirements outlined in (3) by prevent- 
ing wastage. How this is to be done has been explained. 

(5) The doctors in public health department must 
be utilised not only for the preventive side but also for 
the curative side. Indeed this will enable these doctors 
to do better preventive work. 

(6) If some of the suggestions fall short of the ideal, 
the ideal can be attained only by adopting the above 
methods. When the time comes modifications can be 
made. 


CONCLUSION 


Criticism is never liked, constructive or otherwise. 
What is more, what one considers as constructive may 
be considered as destructive by another. Anyway, in 
all that I have stated above, I have tried to express as 
honestly as I can what I think to be correct and useful. 
I have now put down in writing what I have been think- 
ing over and discussing in my own mind for years. I 
have done this after satisfying myself that there is no 
harm done, at any rate by putting it first before a 
limited medical audience. It is for the medical men 
to discuss and decide. Let us come to a decision after 
mature discussion and get on with what is considered 
good. It is time we act and act boldly. 

I started by saying that the main difficulty in our 
country now is poverty. It is comparable to quarrel 
among brothers in a house with not enough food to go 
round. Let me conclude by saying that the primary 
necessity for our country is hard work. An engineer 
friend of mine told me that he asked a German engin- 
eer as to how his country came up so quickly after hav- 
ing been rased to the ground at the end of the last 
war. The answer of the German engineer was: ‘“‘In 
our country, irrespective of our political affiliations 
every German has voluntarily undertaken to work 12 
hours a day, taking only 8 hours’ wages for maintaining 
himself and his family and willingly working free four 
hours more for his country.”’ I understand they have 
scrupulously observed this. This is what is wanted for 
our country. If we also voluntarily accept this prin- 
ciple and work, there is no doubt whatever that we will 
march ahead and many of our disabilities will go. 


NOTES AND NEWS 


U.N. Demographic Report 


There are about 2,900 million people in the world, 
and some 48 million more are added every year, accord- 
ing to the United Nations Demographic Year-Book pub- 
lished on August 28, 1960. 

Africa is the most prolific continent, with a birth- 
rate of 45 per thousand. As a region South-East Asia 
and tropical and Southern Africa go one better—46 per 
thousand. 

At the other end of the scale, Europe’s birth-rate is 
only 19 per thousand. The Isle Of Man is at the 
bottom of the scale with only 12-1, followed by Sweden 
with 14-2. 
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Japan, whose pre-war birth-rate was among the 
highest, now has one of the lowest. 

More than half the world’s inhabitants live in four 
countries—China (660 million), India (403 million), the 
Soviet Union (209 million) and the United States (178 
million). 

Britain ranks tenth in size of population, after Japan 
(92 million), Pakistan, Indonesia, Brazil and West Ger- 
many. All these countries have more than 530 million 
people each. ‘ 

Children born in Norway, Sweden and Holland have 
the greatest expectancy of life, according to the United 
Nations figures. Girls born in those countries can ex- 
pect to live to be 74 or more and boys to 71. 

India remains at the bottom of the scale with a life 
expectancy of 32. But it is one of the few areas where 
men live longer than women. 

Guinea has the highest death rate—40 per thousand. 

People are tending to get married younger in indus- 
trialised countries and older in others, the Year-Book 
discloses. The world average is 24 for women and 27 
for men. 

Albania, Egypt, the Fiji Islands, Costa Rica and 
Honduras have the youngest brides and French Guiana, 
Macao and the West Indies the oldest. 

The figures show that the ‘baby boom’ which fol- 
lowed the World War reached its peak in 1946 and 1947. 

A chart of birth-rates by age groups since 1949 in 
ten countries shows that fertility rates for women aged 
20 to 24 increased in Australia, England and Wales, 
West Germany, Jamaica and the United States. The 
rate decreased in Hungary, Yugoslavia, Israel and Japan, 
and remained steady in France. 

A table of illegitimacy rates in 55 sovereign countries 
showed that 60 per cent of children were born to un- 
married mothers in El Salvador, the Dominican Repub 
lic, Honduras, the West Indies, Guatemala and Panama 
—and less than one per cent in Albania and the United 
Arab Republic. 


Indians—World’s Worst Fed People 

The Irish are the world’s best fed people if calories 
are any guide, according to the United Nations Food 
and Agriculture Organisation. 

Figures of net food supply per head given in the 
F.A.O. production yearbook show that 3,500 calories are 
available daily to the Irishman, 3,430 to the New 
Zealander and 3,350 to the Dane. 

Fourth on the list is the Englishman with 3,260 
calories, followed by the Australian, 3,200, the Swiss 
3,180, and the Canadian 3,110. ° 

The United States and Argentina run Canada close 
with 3,100 calories each, followed by Norway with 3,080, 
Finland 3,070 and Austria, 3,050. 

India has the smallest supply of calories per head 
of all countries listed in the yearbook, 1,800. Her 
neighbour Pakistan has 2,010. 

Turkey has 2,890 calories. Formosa is on top in the 
Far East with 2,330 calories while Japan’s figure is 2,200. 

In Soviet Union, Communist China and several other 
countries, mostly in the Far and Near East and Africa, 
are left out because statistics from them are not avail- 
able. 
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New WHO Area Representative in India 


Dr. L. G. Eddey has been appointed WHO Area Re- 
presentative in India. In this capacity he will advise 
the WHO Regional Director for South-Kast Asia on the 
development of schemes for WHO assistance in India, 
co-operate with the national Ministry of Health in work- 
ing out a co-ordinated WHO-assisted programme from 
year to year, and co-ordinate the activities of the 70 
WHO workers in projects throughout the country. 

Dr. Eddey has had more than thirty years’ experi- 
ence of public health work, having served as Director 
of Medical Services in British Guiana, and as Director 
of Medical Services and later Chief Medical Officer to 
the Ministry of Health, Gold Coast (mow Ghana). He 
has led the United Kingdom delegations at various in- 
ternational health conferences. After joining WHO in 
1955, Dr. Eddey served for a time as a public health 
specialist in Nepal. For the past three years he has 
been a public health administrator on the staff of the 
WHO Regional Office for South-Kast Asia in New Delhi. 
—(WHO Chronicle, July 1960). 


WMA Postgraduate Courses 


The following postgraduate courses on Diseases of the 
Chest has been announced by the World Medical Asso- 
ciation. 

I. Clinical Cardiopulmonary Physiology to be held on 
October 24-28, 1960, at Sheraton Towels Hotel, Chicago; 
Tuition: $100.00 including round table luncheon dis- 
cussions; Co-Chairmen are Dr. Albert H. Andrews, Asso- 
ciate Clinical Professor of Bronchoesophagology, Univer- 
sity of Illinois College of Medicine ; Dr. Edwin R. Levine, 
Assistant Professor of Clinical Medicine, Chicago Medi- 
cal School. 

II. Recent Advances in the Diagnosis and Treat- 
ment of Diseases of the Heart and Lungs to be held 
on November 14-18, 1960, at Park Sheraton Hotel, New 
York City; Tuition: $100.00 including round table 
luncheon discussions ; Co-Chairmen are Dr. Edgar Mayer, 
Clinical Professor of Medicine, New York University 
Postgraduate Medical Centre; Dr. Alfred 8. Dooneief, 
Lecturer in Medicine, Columbia University College of 
Physicians and Surgeons; Dr. Emil A. Naclerio, Chief, 
Thoracic Surgical Services, Harlem and Columbus Hos- 
pitals. 

Additional information may be available from Execu- 
tive Director, American College of Chest Physicians, 
112 East Chestnut Street, Chicago 11, Illinois. 


400-Bed Hospital in Congo 

India has agreed to set up a 400-bed hospital in 
troubled Congo at the pressing request of the United 
Nations. 

The entire equipment and the men and medicine 
would be flown to the Congo and the hospital would 
start functioning in a fortnight. India which was among 
the few countries acceptable to the Congo, had agreed 
to establish the hospital on the understanding that the 
U.N. would “replace these things here”. India would, 
however, pay the normal salaries of the men. The hospi- 
tal will be under the command of a Lieutenant-Colonel 
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from the Indian Army Medical Corps. Other doctors 
and personnel required for the hospital will also be 
drawn from the army. 

Arrangements are already in hand to fly the equip-’ 
ment and personnel to the Congo soon. 


The Nutrition Society, London 


The following is the programme of a symposium to be 
held at the Middlesex Hospital Medical School, London, 
W. 1, on the 17th December 1960 on Calorie Balance in 
Man. 

Dr. J. V. G. A. Durnin (Institute of Physiology, The 
University, Glasgow W. 2) on “Physiological Principles” ; 
Dr. O. G. Edholm (M.R.C. Laboratories, London, N.W. 3) 
on “Environmental factors’; Dr. Raymond Greene (106 
Harley Street, London, W. 1) on “Endocrine factors’’ ; 
Dr. G. C. Kennedy (Department of Experimental Medi- 
cine, Cambridge) on ‘‘Neurological and psychological 
factors”; Dr. A. M. Thomson and Dr. F. Hytten (Mid- 
wifery Department, University of Aberdeen) on “Calorie 
balance during pregnancy and lactation”; Dr. E. M. 
Widdowson (Department of Experimental Medicine, 
Cambridge) on “Energy balance in early life’’. 


“Talking Brain” 


A “talking brain” which might help save lives by 
warning surgical operating teams of changes in a pa- 
tient’s clinical condition has been invented by Dr. G. 
Pampiglione, head of the Neuro-physical Departments of 
the Institute of Child Health and of the hospital for 
sick children in Grat Ormond Street. He was helped by 
Mr. N. Picton-Robinson, his technical assistant. 

The machine translates the electrical activity of the 
brain into audible signals which can be heard by the 
operating team through a smal! earphone or loud-speaker. 
The surgeon can then absorb the information trans- 
mitted without taking his eyes off the patient to watch 
a graph. It was claimed that operations could be made 
safer because the surgeon and the anaesthetist would 
receive warning message before a clinical change took 
place in a patient’s body. Close attention to these warn- 
ing messages would give the teatn a better chance of 
taking remedial action. 


National Drive Planned against Child-killing Diseases 


The S.E. Asia Regional Office of WHO is to assist 
the Government of India in a plan which will help to 
make possible a country-wide immunisation campaign 
against three dangerous killers of babies and young 
children—diphtheria, whooping cough and tetanus. 

Diphtheria, for instance, which occurs both in town 
and countryside, is responsible for 2,000 to 5,000 admis- 
sions every year to hospitals in cities like Calcutta and 
Bombay and no fewer than 84 per cent of these cases are 
children between two and ten years of age. Eleven per 
cent are infants. Only four cases in a hundred are 
above ten years of age. 

Studies carried out in one part of rural India have 
confirmed that tenanus and tetanus of the new-born 
are important causes of sickness and death. Whooping 


cough not only causes much suffering but many deaths 
occur through secondary complications. 

About 13-5 per cent of India’s 362 million people are 
infants and children up to four years of age. One in 
four of this vast population is in the age group 5-14 
years. 

At present, the three vaccines required are being 
produced in India in most inadequate quantities. So a 
pilot unit for the production of vaccines against these 
three diseases will be developed at the Central Research 
Institute, Kasauli. As soon as the most practical me- 
thods of preparation has been worked out, standardised 
and tested, other laboratories (governmental or other- 
wise) will be encouraged to adopt the approved methods 
and start production so that, step by step, the entire 
needs of the country can be met. 

Manufacture of the vaccines at Kasauli will be ac- 
cording to technical measures and procedures recom- 
mended by WHO, which will assign a consultant to 
the project. Equipment, apart from that available in 
the country, will be supplied by UNICEP. 

Two workers from the Kasauli Institute are at pre- 
sent in Australia to study vaccine production and im- 
munology, including the production of triple vaccine for 
these diseases. On their return next year they will work 
with the staff of the special vaccine production unit. 
Another worker of the Institute will similarly be trained 
overseas at a later date. 

It is expected that the Institute will be able to pro- 
duce, in the initial stages, four million c.c.s of vaccine 
a year and, within three years to reach the target of 
seven million c.c.s a year. 

* 

To check diphtheria, whooping cough and tetanus 
amongst children in Calcutta and the neighbouring areas, 
it has been decided to arrange for immunisation of 
children with triple antigen at the outdoor sections of 
the principal hospitals of the City during the usual out- 
door hours or at times as may be arranged by the hos- 
pitals, on payment of Rupee one for the full course with 
effect from October 1. Each child will require three 
injections of triple antigen at intervals of 4 to 6 weeks, 
which will give him life-long protection against diph- 
theria, whooping cough and tetanus. The hospitals 
where arrangements have been made are~ the Medical 
College Hospiial, Calcutta; the Nilratan S:rcar Hospital, 
Calcutta; the Seth Sukhlal Karnani Memorial Hospital, 
Calcutta; the Sambhunath Pandit Hospital, Calcutta; the 
M. R. Bangur Hospital, Tollygunj; the R. G. Kar Hos- 
pital, Calcutta; the Carmichael Hospital for Tropical 
diseases, Calcutta; the Chittaranjan Hospital, 24, Gora 
Chand Road, Calcutta; the Mayo Hospital, Calcutta; and 
the Ramakrishna Mission Seva Pratisthan, 99, Sarat Bose 
Road, Calcutta 

The members of the public have been requested to 
avail themselves of this arrangement for protecting their 
children against these three serious maladies. 


Four-point Programme to Check Cholera in Delhi 

A four-point progamme to control spread of cholera 
in Delhi has been taken in hand, the Health Minister 
told the Rajya Sabha on 30-8-60. 


| 
‘ 
| 
| 
iy) 
(as 
4 
foal 


The most important of the measures taken, the Minis- 
ter said, was provision of free anti-cholera inoculations 
at the Town Halls of Delhi and New Dethi, all hospitals 
and dispensaries, maternity and child welfare centres 
and zonal offices of the Delhi Corporation In addition 
52 mobile teams were functioning in the Corporation 
area carrying out mass anti-cholera inoculations. Up to 
August 26, about six lakh people had been inoculated. 
Secondly, steps had been taken to improve general sani- 
tation and intensify antifly measures. Thirdly, a close 
check was being kept on all sources of water supply and 
wells were being disinfected regularly. Fourthly, people 
had been warned against uding cut fruit and unwhole- 
some food articles exposed to dust and flies 

The Health Minister informed the House that the 
provisions of the Epidemic Diseases Act had been pro- 
mulgated in Delhi. He said that between June | and 
August 25, 1960, 261 cholera cases had been diagnosed 
and of these 21 had proved fatal. Between January 1 
and August 26, 1,224 cases of gastro-enteritis (which 
includes cholera) of which 59 were fatal had been re- 
ported. 

Mr. Karmarkar said that a special field investiga- 
tion from the Central Research Institute, Kasauli, had 
been posted in Delhi to investigate cases of cholera re- 
ported from different localities. 

In the neighbouring State of U.P. during the week 
ended August 13, 2,933 cases had occurred which in- 
clude 1,033 deaths. Punjab had reported 196 cases of 
cholera including 20 deaths. 

The U.P. Governmenr, he said, had informed the 
Centre that 11,682 cases of gastro-enteritis with 3,444 
deaths had been reported from different parts of the 
State between January 1, and Angust 13. Among the 
seriously affected districts are Aligarh, Bulandshahr and 
Meerut. The State Government had informed the Union 
Health Ministry that facilities available at the Central 
Research Institute would be utilised for investigation of 
cholera outbreaks. 

In Punjab, cholera cases had been reported from 
Kangra, Mohindergarh, Rohtak, Karnal and Gurgaon. 


REVIEWS 


Medical, Surgical and i Complications of 
Pregnancy —By the Staff of the Mount Sinai Hospital, 
New York City. Edited by Alan F. Guttmacher, 
M.D. 1960; The Williams & Wilkins Co., Baltimore, 
U.S.A.; 10°x7", pp. x+619; price $16-50. 


This book, new of its kind, fulfils the long-felt need 
of a comprehensive reference book for the use of a 
practitioner in the speciality of obstetrics. It is com- 
monly recognised and appreciated that the pregnancy 
state is a physiological change in the constitution of a 
woman. But during the existence of this state and 
for a few months after this, the system is vulnerable 
to various medical, surgical and even gynaecological 
diseases. The Mount Sinai Hospital, which looks after 
pregnant patients, has very rightly appreciated the 
above fact and has provided for the full care of the 
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expectant mother not only of the complications conse- 
quent upon pregnancy but also of diseases and troubles 
of the patient of every category by qualified specialists. 
The present book is a mine of knowledge gathered from 
the experience of the various well-known specialists. 

The first chapter starts with Heart Disease and the 
last ends in Congenital Abnormalities. Throughout the 
text the very latest ideas are incorporated and parti- 
cular emphasis is laid on the practice obtaining in 
Mount Sinai Hospital. Over and above these, many 
bacteriological, pharmacological, electrotherapeutic and 
various other ancillary subjects have been dealt with 
arming the practitioner with as much knowledge as may 
be useful to him. 

It is not possible to praise the book adequately. 
It is recommended for the use of all—students and 
practitioners alike. 

The get-up is very good. Perhaps a few more illus- 
trations would fit in with the tradition and practice 
of American publications. 


MANINDRANATH SARKAR 


Essentials of Orthopaedics—By Philip Wiles, ™.s., 
F.R.C.S., ¥.A.C.8. 3rd edition, 1950; J. & A. Churchill, 
Ltd., 104 Gloucester Place, London Wi1; 10° x«6%", 
pp. xiv+576; price 70 sh. 


This edition of the book shows that the author is 
conscious of its popularity and is anxious to retain it. 
The first edition came out at an opportune time when 
the new editions of older books could not do justice 
to the revolutionary progress in orthopaedics in the last 
two decades. Renovations were not enough, the founda- 
tion had to be relaid. 

The presentation of the subject in this book is 
pleasing and precise. The size is neither too yoluminous 
nor of the ‘tabloid’ form. There has been no outstand- 
ing advancement since the publication of the second 
edition. Additions and alterations have been made to 
enhance its value among a larger group of readers 

It wonld be difficult to follow the method depicted 
in fig. 43 (page 56) to find a tender spot in the spine. 
Very few patients would be able to adopt the ‘yogic’ 
posture entailing full degree of flexion of knecs, hip 
and spine. 

The pictures on page 77 do not fit in with the ad- 
mirable get-up of the book. The page looks like one 
off a popular pictorial. 

One gets the feeling on going through the volume 
that the author has been sketchy in his description of 
the general skeletal affections. Fair justice could have 
been done to these without increasing the size of the 
book by deleting certain portions. Why should infec- 
tions of the hand be incorporated in a modern treatise 
on orthopaedics? The same may be said about the 
diseases of the skin, the nails and certain neurological 
disorders. 

The book is one of the best for whom it is meant, 
the undergraduates, postgraduates and clinical tutors. 


S. K. Datta 
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as a Diagnostic Aid in Clinical Surgery—By 
Howard Middlemiss, M.D., F.F.R., D.M.R.D. 1960; 
William Heinemann Medical Books Ltd., 15-16, Queens 
Street, Mayfair, London W. 1; 9%” x6", pp. viii+151; 
price 30sh. net. 


In the introduction the author has mentioned that 
the book has been written for practising surgeons rather 
than radiologists. A thorough collaboration between 
the surgeon and the radiologist at every stage is desir- 
able if radiological findings are to help surgical diag- 
nosis. The book obviously is not meant to be an ex- 
haustive treatise but has dealt with the salient features 
in radiological diagnosis in surgery in all its spheres. 

It is better to know that fracture of the carpal 
scaphoid should be treated on clinical grounds because 
radiologically it may not often show before ten days. 
In case of injury to a bone the joints above and below 
along with the whole bone should be examined. Other- 
wise, in case of fracture of the lower third of the tibia 
for instance, an associated fracture of the neck of the 
fibula may be missed. Similarly dislocation of the radius 
associated with fracture of the midshaft of the ulna 
in Monteggia’s fracture should not be forgotten. How- 
ever his faith in the surgeon’s finger to detect the edge 
of a depressed fracture in the skull (as mentioned in 
p. 8) rather than a skiagram is disputed. A haematoma 
of the scalp frequently simulates depressed fracture by 
clinical examination. With modern facilities of radio- 
graphy a fracture of the base of the skull can be x- 
rayed in spite of lack of co-operation of the patient. 

In page 10, (while discussing methods of detecting 
swallowed foreign body) the author has rightly stressed 
the value of soft tissue radiography but undermined the 
value of contrast medium without sufficient reason. How 
to estimate the exact site of a foreign body in the eye- 
ball as discussed in page 13 could have been elaborated. 

While discussing signs of abdominal emergencies it 
is rightly pointed out that a fluid level is not always 
diagnostic of intestinal obstruction and that perforation 
of an inflamed viscus such as an appendix or colonic 
diverticulum rarely allows escape of intestinal gas. It 
is better to use abdominal swab in which a thread is 
impregnated with contrast medium, alternatively to 
which is attached a Mitchell clip, to help detection by 
x-ray if accidentally left in. 


That the transverse process of the first thoracic 
vertebra has an upward tilt will help to tell it from the 
cervical vertebra. Metastases from a thyroid cancer in 
the lungs may be more radio-opaque after iodine admi- 
nistration (p. 49). It is good that the author has men- 
tioned the futility of radiology in demonstrating 
Meckei’s diverticulum (p. 56), but could have advised a 
film in prone position after swallowing a small ‘amount 
of barium for demonstration of an ulcer in the anterior 
wall of the stomach. Retrograde jejunogastric intussus- 
ception is an entity not often remembered and should 
be looked for. A warning that there is no definite 
criteria for a benign ulcer of the stomach is important. 
While signs of regional ileitis or Crohn’s disease are 
discussed in detail, there is no mention of ileocoecal 
tuberculosis, possibly because it does not exist in the 


country the author belongs to. With us in India it is 
the bigger problem. His description of the gmoeboma 
of the large gut is therefore all the more welcome parti- 
cularly because it is not generally discussed so well in 
standard textbooks of radiology. The pointer to dis- 
tinguish a polyp by its puckering base from a faecal 
mass is very practical. Hirschsprung’s disease is rightly 
distinguished from megacolon. 


It is better to remember that pancreatic disease may 
cause gall-bladder dysfunction although the gall-bladder 
is well visualised radiologically. As to the concentrat- 
ing power of gall-bladder the twelfth rib can conveni- 
ently be taken for comparison of density. 


Precautions méntioned before making an investiga- 
tion with the urinary tract are useful and must be 
observed. The radiological findings in different patho- 
logical conditions of the urinary tract are described with 
an eye to the clinicopathological aetiology. The im- 
portance of prone film in hydronephrosis is stressed. To 
distinguish a cyst from a tumour direct puncture of the 
suspected tumour and introduction of contrast medium 
are advised. ‘Stasis in the lower end of ureters or per- 
sistent filling of the whole ureter on either side in the 
presence of good excretion usually occurs with a signi- 
ficant amount of residual urine in the bladder, and is 
a warning that the beginning of renal failure is immi- 
nent.”” In fact, this is how radiological findings should 
be interpreted and such observations are a_ special 
feature of the book. 


In the discussion on bone pathology, avascular 
necrosis has been described as the root cause both of 
the so-called osteochondritis and osteoarthritis and the 
author has given good reasons to correlate them. In 
the spine, ‘osteophytosis’ from spondylosis has been 
differentiated from osteochondritis by its aetiopathology. 
Sarcoma supervening on a Paget’s disease has special 
features, in that it is primarily osteolytic and any in- 
crease of the osteolytic area in a case of Paget’s disease 
should be looked with suspicion. Osteogenic sarcoma 
has been discussed from a new angle. As cartilaginous 
areas in an osteogenic sarcoma are manifest radiologi- 
cally only by calcification when it occurs, that is taken 
as a pointer for malignancy. Similarly, a cartilaginous 
tumour that grows after all the epiphyses of the body 
have united should be looked with suspicion. In an 
experienced eye radiological opinion as to whether a 
cartilaginous tumour is simple or malignant is often 
more reliable than a histological report. 


All recent methods of radiological investigation that 
are of practical help have been discussed. The main 
theme of the book has been to stress on the surgeon, 
the use and also the limitation of radiology and how 
radiological findings can help only when it is interpreted 
with a critical and clinical judgment. When an ex- 
perienced author records his view it is doubly valuable. 
Though primarily meant for the surgeon, the book will 
be useful to the radiologist if only because such co- 
ordination of clinical with radiological findings is not 
met with in ordinary textbooks. 


Satyen Basu 
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SUPPLEMENT 
Journal of the Indian Medical Association 


M.A. STUDY TOUR RUSSIA-EUROPE, 
1960 
The following is the list of members of I.M.A. who 
left for Russia-Europe trip as nae co of the Study 
Tour this year. They left for Moscow on August 
23, 1960 aud are expected to return to India on October 6, 
1960. 


1. Dr. H. N. Shivapuri, President, I.M.A., Lucknow, 
(Leader). 
. S. Mehra, (Deputy Leader), Delhi-6. 
. Mrs. M. Balammal, Tiruchirapali, Madras. 
. S. M. Sen, Jamnagar (N. Gujarat). 
Mrs. U. Sen, Jamnagar (N. Gujarat). 
Y. G. Bodhe, Poona-4. 
Mrs. L. ¥. Bodhe, Poona-4. 
. Mrs. Madhumalati Gune, Poona, 
Miss Sindhu Paranjpe, Poona-2. 
. Mrs. Radha Mahadevan, Bombay-19. 
Miss. T. G. Dalvi, Kandivali, Bombay-67. 
Miss Mohini Mirchandani, Sion Circle, Sion, 
Bombay. 
. Dr. Mrs. Pramila Gokhale, Kanpur. 
. Dr. Mrs. J. Y. Ayer, Mysore. 
. Dr. Mrs. C. A. Joseph, Tirunelveli Town. 
. Dr. Mrs. U. Bhave, Poona-l. 
. Dr. Miss. S. Mirashi, Sholapur. 
. Dr. B. P. Divgi, Bombay-7. 
. Dr. W. R. Korpe, Akola, Maharashtra. 
. Dr. Capt. V. D. Telang, Bombay-7. 
. Dr. M. A. Prabhu, Sholapar. 
. Dr. A. J. Mehta, Madras-1. 
. Dr. N. Desai, Bombay-58. 
. Dr S. R. Pradhan, Bombay-28. 
. Dr. D. R. Patwardhan, Maharashtra. 
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R. Kalamegham, Tiruchirapalli-1. 
Boe 
. Anilkumar Ray, Calcutta-2. 
A. B. 
. Amareshwar Ray, Asansol, Bengal. 
. B. K. 
. A. Mukherji, Calcutta-23. 


REE 


k 

» A. 

A 
G 


. G. D. Adhia, Bombay-i4. 
‘a 


Gadagkar, Poona. 

M. Chitnis, Deolali. 
Patankar, Poona. 
Shaikh, Bombay-3. 


Kodavayur, Kerala. 


Dutt, Caleutta-12. 


Das, Calcutta-23. 

C. Venkatraman, Coimbatore. 
R. Naidu, Tirunelvelli-4. 

. N. Mahadevan, Bangalore-|. 
Shivaram, Bangalore-9. 
Balasunderam, Madras-14. 
Bhat, Mysore. 

K. Krishnaiah, Bangaiore. 

A. Narasimhachar, Bangalore-4. 
D. Doande, Hyderabad, A.P. 
Rangacharyulu, Hyderabad, 
S. Mankad, Junagadh. 

T. Bhatta, Petlad, Gujarat. 
. N. Sanyal, Kanpur. 

. K. Jalota, Kanpur. 

. N. Gupte, Kanpur. 

. K. Seth, Kanpur. 


ALP. 


. Krishanlal Khera, Ambala. 
. Sat Tandon, Patiala. 
. N. Bajaj, Dethi-4. 


K. Handa, New Delhi. 
M. Mehta, Sidhpur, N. 
Phadnis, Sidhpur, N. 
A. K. Chatterji, Bilaspur. 
>. N. Bhargava, Banda, U.P. 


Gujarat. 
Gujarat. 


PARTICIPANTS OF THE StUpby Tour wHo Lert FoR Moscow on 23, 1960. 
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XIII GUJARAT, SAURASHTRA AND 
KUTCH MEDICAL CONFERENCE, 1960, 
AHMEDABAD 


Under auspices of Gujarat, Saurashtra and Kutch 
Territoria! Branch of the Indian Medical Association the 
13th Annual Conference of medical men of Gujarat, 
Saurashtra and Kutch was held at Ahmedabad on 
10-12 June, 1960. About 150 delegates from all over the 
Gujarat State and a few distinguished members of the 
medical profession from Bombay and Maharashtra 
attended the Conference. 

The Territorial Council met on 10th June, 1960 under 
the chairmanship of Dr. R. B. Mehta. About 25 mem- 
bers from various constituent branches attended the 
Council Meeting. The Council besides dealing with 
routine business and circulars from I.M.A. adopted the 
Annual Report of the working of the Territorial Branch 
for the year 1959-60, passed the audited accounts for the 
said year and adopted the budget for the year 1960-61. 
The Council further discussed amendments to Rules 
and Bye-Laws of the Territorial Branch. The House 
finally elected Office-Bearers for the year 1960-61. 

The Conference was inaugurated on 1ith June, 1960 
morning at the Sheth Mangaldas Town Hall by H. E. 
Nawab Mehdi Nawaz Jung, Governor, State of Gujarat. 
Dr. A. B. Kothari an eminent surgeon and President 
of the Baroda Municipality presided over the Con- 
ference. 


INAUGURAL ADDRESS 


While inaugurating the Conference H. E. made 

cial reference to the health of the people in Central 
ujarat as compared with those of Saurashtra and 
Kutch who are more healthy and robust and asked the 
medical profession to look into their problems. He 
also pointed out that incidents of tuberculosis was very 
high in this part of country and particularly in the 
city of Ahmedabad which required immediate atten- 
tion to and prompt measure of its eradication. He 
also appealed to the profession to start health education 
campaign amongst public at large and take such pre- 
ventive measures so as to create consciousness in the 
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public and thus bri about positive health in the 
country. He finally declared six scholarships of the 


value of Rs. 50/- per month, for three medical colleges 
in the State of Gujarat (two for each college) for poor 


and deserving st ts. 


WELCOME ADDRESS 


Dr. V. B. Mankad, Chairman of the Reception Com- 
mittee accorded a hearty welcome to the guests and 
delegates. In his speech he referred to the medical 
facilities available at Ahmedabad. He said that Ahmeda- 
bad is industrially a leading city of India. It has 
arrangements for giving the medical help, 
especially to the poor. In education, it has made re- 
markable strides and in civic matters, the municipality 
is active and progressive. 


PRESIDENTIAL ADDRESS 


Dr. A. B. Kothari in his Presidential Address dealt 
with several problems confronting the profession and 
the public alike. He said the following in course of his 
address. 


Mepicat COLLEGES AND N&gEDs 


“Throughout India, medical colleges are being multi- 
plied to remove the paucity of doctors. True it is, 
we have not reached the standard of one doctor per 
500 people as in U.S.S.R. or one for 750 in U.S.A. or 
one for 1150 in U.K. If the suggested current standard 
of one doctor 1000 is accepted, Gujarat State shall 
need 20,000 doctors for an estimated population of one 
crore and sixty lacs and probably more when the revised 
census would be available by 1962. Women doctors are 
fewer still. At this juncture, I have to sound a warn- 
ing that in our zeal to meet the requirements of 
millions of our countrymen, who unfortunately have 
inadequate medical facilities, let these increasing medi- 
cal institutions not be the factories for producing doctors 
without quality. One must realise that these young 
a shall practise in villages and far off distances 

om well equipped hospitals of town. Practice differs 
in towns and villages. In a village a doctor is all in 
all, a physician, surgeon, gynaecologist, local first aider 


1. NawaB Menpr Nawaz Junc, Governor, GUJARAT STATE, INAUGURATING THE CONFERENCE. 2. Dr. 
R. B. Menta, ReTrRING PrestDent, G. S. AND K. Terrirorta, Brance. 3. Dr. A. B. Kornart, 
G. S. awp K. Terriroriat Brancn. 4. Dr. M. J. Direector, Mepscal, 


, Guyarat State. 
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Dr. A. B. Kormari 
THE PRESIDENT OF THE CONFERENCE 


for miles around, a dispenser, a preventive doctor, and 
so on. Thus in medical studies, there are humanities 
and science. The doctor is to be equipped with biologi- 
cal and human approach. The ern emphasis in ‘the 
medical education is mainly on preventive and not alone 
on curative aspect and also on stress of socio-economical, 
environmental and psychological factors of human life. 
All medical institutions therefore require well trained 
and adequate staff. In our state, there are three medi- 
cal colleges. There is a scope to open up new medical 
colleges or to double up the admissions. Annually about 
400 M.B., B.S. graduates shall then be available. It 
is indeed praiseworthy that these are the graduates 
trained in the environmental background psyche 
in which they are born and are living and sliall conti- 
mue to live. Their field of work is essentially the 
patient of such environments. The problem being such, 
I see no reason why our young men should intend to 


go and qualify themselves in foreign countries for basic 


medical degrees. Answer is simple. The selection of 
student for medical studies is peculiar in our state. 
One University selects the candidates, on completion of 
one year Science course after S. S.C. and another keeps 
the selection pending two years after S.S.C. Inspite of 
these varied arrangements, it appears that the admission 
is dependent on candidate’s mental abilities i.e. securing 
first class or higher second class in the University 
Examinations. Thus, those who are left out in stiff 
tests, conveniently pave the way earlier or later to 
study in foreign countries, provided their finances 
allow. May I put a plea to the authorities concerned to 
select at least twenty per cent of the candidates, coming 
from houses where the contributions to the public wel- 
fare have been the example set as also where interest in 
the public welfare has been accorded admiration, and 
praise, even though the candidate has passed in the 
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Dr. V. B. MANKApD 
CHAIRMAN, RecerTiON COMMITTEE 


third class at the examinations? This automaticaily 
craves indulgence of selecting medical men’s family 
members in those twenty per cent. 

Another trend seen in the candidates is to go to 
foreign countries for post-graduate diplomas. It was 
all right till the British ruled over India. Can this 
slavish mentality in Modern India be not wiped out 
once for ali! Why friends feel inferiority and back- 
wardness in our degrees of M.D., M.S., etc. and prefer 
foreign diplomas? I think service selection opinions of 
authorities that be and the usual public trend that 
foreign diplomas inculcate more knowledge than degrees 
in India, are the obvious reasons. I pray you all to put 
a halt to such notions, educate the public in true per- 
spective and save our currency. I exhort you all to go 
to foreign country, hereafter only as a visiting doctor 
to detect and edopt what is good and never to get 
letters of diplomas to cash them in India. 

In our state, besides the three medical colleges 
teaching modern scientific medicine, there are about 
six or more colleges of integrated medical course, 
suddha ayurvedic course and so on. I wish to stress 
that the integrated course should not be encouraged. 
Their teachers are more or less using and practising 
allopathic system of medicine. I have observed that 
the graduates of integrated medicine, have more faith 
in cortisones and modern broad spectrum antibiotics than 
their own specialised chooranas and ashuwas. If the 
Government wants to really encourage ‘“‘Ayurveda”’ pure 
ayurvedic teaching institutions having teachers of merit 
aml practising Ayurvedic medicine exclusively, be 
opened, so as to assess the real utility, of ayurvedic 
medicines. 

The post graduate degree in Ayurveda in any of the 
scientific medical colleges will go a long way to make 
research in indigenous drugs and enrich the past glory 
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of Ayurveda. A truly scientific study of a subject can 
alone ensure its survival in our atomic age of peg 

Teachers in medical colleges of the state are of 
categories : 

(1) Full time teachers—no private practice allowed 

(2) Salaried teachers with private practice alllowed 

(3) Honorary teachers. 

(4) B. M. S. Cl. I and II teachers with private prac- 

tice allowed. 

I commend uniformity of teachers—full time teach- 
ers, getting emoluments and pay scales etc. as recom- 
mended by Indian Medical Association, and Bhore Com- 
mittee. Recently a desirability is shown towards a 
person doing research work. Research is a well coined 
word for every policy maker. But it is forgotten that 
research needs aptitude, adequate facilities, non inter- 
ference and no time limit prescribed. A valuable 
result of research shall then be evident. But how a 
research worker is a better teacher for an under- 
graduate, is indeed incomprehensible to me. Research 
and teaching should not be mixed up. There are few 
research workers but more excellent teachers to man 
our newer increasing medical Colleges. Research in 
truest sense should not prove a bar for good many 
teachers. 

Our state needs rapid developments in thoracic, 
cardio vascular, crthopaedic, neurosurgical, anaesthesio- 
logy and radiological units. 

Another word oft repeated in any speech on doctors 
is “‘missonary spirit.” I must boldly say that every 
Indian Doctor be he a practitioner or a consultant has 
sufficient ingredients of missionary spirit, if mot more. 
Give equivalent facilities and emoluments to our 
Doctor as are being given to his counterpart praised for 
having missionery rit, and I assure he shall zealously 
prove his merit of missionary spirit. May I appeal 
to the public at large, please a, haphazardly use this 
word ‘missionary spirit’ and create a spot of doubt or 
undermine the value of an Indian doctor. 


NuRSES 


Nursing profession is gradually attracting Gujarati 
girls. A few of our Gujarati girls of this state have 
already topped in second rank at R.N.R.M. (B.P.N.A.) 
nurses examination of bilingual Bombay State.” ‘To 
continue the tempo of nursing, it is desirable to start 
Gujarat Provincial Nursing Council straight away and 
frame the rules for a College of B.Sc. Nursing course. 
There being a well established Home Science college of 
the M. S. University, Baroda and Nutritionist course 
therein, I fervently hope Maharaja Sayaji Rao Univer- 
sity shall be able to conduct the B.Sc. degree course in 
Nursing. It shall not be out of place if as one con- 
cerned with the training of nurses for over 8 years, 

int out that the present nursing courses of R. N. R. M. 
is rather too stiff and high sounding for trainees enter- 
ing after S.S.C. In our attempt to raise the standard 
of nursing the course effects a training of sub-standard 
doctor, rather than a well trained nurse. Nursing is an 
art. It is this art that is more important than laying 
stress on science, in the management of a sick patient. 
To avoid further paucity of nurses, lay more considera- 
tion on nursing art rather than curricula of science. 


Shortage of midwives, auxiliary nurses, health visitors, - 


Gramsevikas and technicians are equally pressing pro- 
blems in the medical relief work. Increased admission 
in teaching institutions shall relieve some shortage. 
Further deficiency, can be relieved if some of the private 
nursing homes, having more than ten to fifteen beds are 
recognised (after proper imspection) as the 
centres, for midwifes, auxiliary nurses and technicians. 


This territorial association has arranged surgical 
camps of its own and the members are also actively 
participating in the Government organised surgical and 


eye camps. Response of the villages has been praise- 
worthy in taking advantage of these camps. Whenever 
our Government shall need the association’s help, the 
members, 1 am confident, shall rise to the occasion. 


Our Territorial branch has arranged periodicaly re- 
fresher courses to improve the standard of treatment 
by private practitioners. I request the Government to 
extend the refresher courses im every district hospital 
as medical science is fast progressing. 


Modern man is rapidly making the world narrower 
and such an unhealthy place to live in, due to a quicker 
transport by air, water or earth that a very mew ap- 
proach to the public health problems is necessary. The 
water and air pollutions, radiological hazards in atomic 
age, traffic accidents due to increased speed and dele- 
terious effects of chemicals used in food, drink and 
agricultural process as also the various problems in the 
advancing industrial. and psychosomatic medicine shall 
need a great care, prevention and research to antagonise 
the bad effects. Osler said “fever war and intestinal 
infestation with parasites are great enemies of human 
life. Of these feyer ranks first’. We, in India have 
been fortunate to install Malaria Eradication programme 
after the beginning of D.D.T. era on July 1945 at Dr. 
Vishwanathan’s insistence. 13th World Health Assembly 
has last month, decided top priority for smallpox eradica- 
tion. Other communicable diseases like cholera, tuber- 
culosis, parasite infection, trachoma etc. all are like- 
wise, preventible. We are marching towards prevention 
all round. Thus the benefits accrued by medical relief 
and medical education are noteworthy. In commercial 
sense, they are unrenumerative to the state still how- 
ever they aim at the weli being of a citizen and are 
therefore economic in the long run. Modern medicine 
cannot work in isolation but demands the aid of other 
disciplines. We need psychologists in social medicine, 
anthropologists in health education, physicists and mete- 
riologists in radiation work and so on. 


OF INSTRUCTION 


I shall not enter into the controversy of medium of 
instruction from this platform. I can safely say with- 
out any fear of contradiction that a medical student is 
“student life long” and must therefore possess sufficient 
knowledge of English to march with the advances of 
medical sciences all the world over. Modern medicine 
is international. At the moment, medium of instruction 
in medical colleges should be kept status quo till pro- 
perly translated basic medical books are available in 
regional or national languages and recognised by the 
authorities. 


Druc INDUSTRY 


Gujarat is a corner stone of pharmaceutical concerns 
of repute in India. But many mushroom companies are 
cropping up. They creep in the field in the name of 
new patents, where actually the same ingredients are 
permutated and combinated this way or that. Such com- 
mercial motive alone is disheartening. Unnecessary 
medical literature and advertisements are flooded at the 
doctor’s door. Census against advertisements may stop 
the tall claims of mew patents. Enforce employment 
of medical person adequately qualified to check these 


_ patents and their advertisements. 


To standardise them all every concern should be 
made to spend 20 per cent of the total revenue on re- 
search alone. The prohibitive costs of medicine come 
in the way while treating poor patients. Why should 
the cost be a bar when tackling life and death of 
the patient. It is the duty of the Government to see 
that such costly and necessary medicines are made 
available free in General Hospital. I also urge the 
Government to give subsidy and such other help to our 
concerns for the production of various instruments and 
hospital appliances. 


a 


The Drug Act is applicable mostly to us but un- 
fortunately not to quacks. Spurious drags and adul- 
teration of foods need the strictest control. 


ScHoo, HEALTH 


Though children are aptly considered father of the 
nation, hardly any school gives free lunch and very few 
give midday milk. The children are susceptible to evil 
habits and diseases. A medical inspection of all colleges 
and schools by properly qualified persons should be an 
annual event rather than three yearly affair. Systematic 
followups should be introduced. Mass X’ray photo- 
graphy will also help to diagnose iatent diseases. 


Emp Lovers State INSURANCE SERVICE 


Panel system has been preferred by I.M.A. as it 
keeps patient doctor relationship more cordial. The 
scheme is in existence in various parts of India. Its 
progress is being watched with a very keen interest. 


FAMILY PLANNING 


Increasing population is a ‘Major problem’ in our 
country. It aggravates our food problem as well as un- 
employment problem. If present rate of 2 per cent 
annual growth continues, there shall be an addition of 
78 millon people every year to India’s population. 
Improvement in sanitary and health conditions as also 
the advance in antibiotics and specially in Surgery have 
caused an added gap between birth rate and death rate. 
We may if we do not plan, face the danger of ‘Popula- 
tion Explosion’. The test of good administration is 
to act early when symptoms are mild and wait not 
until the danger creeps in. Medical men, social organi- 
sations and the Government must educate the public 
to reduce the number of children either through (i) Late 
marriage act (ii) Abstinence (iii) Use of contraceptives 
and (iv) Sterilisation. As an immediate measure steri- 
lisation (Vasectomy-male sterilisation) Camps, should 
be begun district wise, to control births. 


GENERAL 


India is busy in drafting general outline of the size 
and nature of the third Five Year Plan that is to begin 
from 1961. Government has given priority to agricul- 
ture, to make our country self sufficient in food. Our 
state Government has allocated 40 crores out of 250 
crores for social welfare, housing, education and public 
health. This amount particularly for health is meagre. 
In question of planning public health, 1 urge our 
authorities to consult our Territorial Branch. The Gov- 
ernment should also establish health advisory com- 
mittees wherein the I.M.A. branches should get sepre- 
sentation in all over the State. Medical profession 
should have adequate representation in all not official 
bodies dealing with social and public health problems. 
Maternity and child welfare centres should be opened 
at a distance of every 5 to 7 miles, half of the finance 
should be from the public and half from the Govern- 
ment.’’ 


The Scientific Session was declared open by Dr. 
Mangaldas J. Shah, Director of Medical Services, State 
of Gujarat. In his opening address Dr. Shah exhorted 
the members present to keep in touch with the advances 
in medical thought, which helps to exchange views and 
observations, create new ideas and acts as stimulus and 
incentive for the scientific research. Besides short papers 
there were two group discussions on Tuberculosis and 
cardiac diseases which proved very interesting. Special 
feature of the scientific session was Scientific Exhibition 
wherein some modern instruments and appliances for 
chest surgery were exhibited, so also special charts on 
Diabetes Mellitus, etc. The Scientific Committee had 
also collected quite a large number of recent medical 


publications and journals which interested all medical 
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men present. 


The following resolutions were passed at the con- 
ference : (1) This Conference records with intense grief 
the sad demise of the following members of the G. 5. 
and K. Territorial Branch, 1.M.A.: (i) Major C. P. Bhatt, 
Bhavnagar, (ii) Dr. K. V. Thakker, Bhavnagar, (iii) Dr. 
M. N. Surti, Ahmedabad, (iv) Dr. R. N. Amin, Almeda- 
bad, (v) Dr. B. L. Vyas, Surat, (vi) Dr. J. F. Lashkari, 
Surat, (vii) Dr. Liladhar Sheth, Dabhoi, (viii) Dr. B. D. 
Patanker, Ahmedabad, (ix) Dr. J. M. Sanghvi, Ahmeda- 
bad, (x) Dr. I. S. Dave, Baroda, (xi) Dr. T. Salebhoy, 
Surat and (xii) Dr. Jashubhai Desai, Anand. 

Conference extends its condolences and sympathies to 
the members of the bereaved families. 

(2) This Conference whole-heartedly welcomes the 
election of Dr. Jivraj Mehta, leading member of medi- 
cal profession of this country and one of the past- 
— of the Indian Medical Association, as a Chief 

inister of Gujarat State and sincerely prays that under 
his leadership and able guidance Gujarat State will rise 
at the height of its prosperity and will achieve its right- 
ful place amongst other prominent States of this coun- 
try. 

(3) In view of the fact that every year hundreds of 
Inter Science ‘B’ Group students are denied admissions 
to the Medical College and that since there is great 
shortage of qualified medical men in the State of Gujarat. 
this Conference urges upon the Government of Gujarat 
to increase the admissions in all the three Medical 
Colleges of the Gujarat State as a measure of immediate 
relief and further requests the Government to make 
adequate provision for the students desiring to join the 
Medical College in this State, in the third Five Year 
Plan. 

(4) This Conference urges upon the State Government 
that the restrictions imposed on the purchase of drugs 
(dangerous) like Pethidine, Morphia and their deriva- 
tives and Cocaime etc. be relaxed and the permits be 
granted to practitioners of modern medical science only 
so as to avoid the abuse of these drugs. 

(5) Whereas there has been a feeling of inadequacy 
regarding the provisions made in both, Ist and 2nd Vive 
Year Plans for Public Health and Medical Relief in our 
State, this Conference urges the State Government to 
make adequate provisions in the 3rd Five Year Plan for 
the same. It further requests the State Government 
to consult the Territorial Branches of the Indian Medica! 
Association in the State of Gujarat before finalising the 
3rd Five Year Plan. This Conference also requests the 
Government that the 1.M.A. Branches in the State should 
get adequate representation in all Committees appointed 
by the State regarding Public Health and Medical Relief. 

(6) Since the new State of Gujarat is now formed, 
this Conference requests the State Government to ex- 
pediate the formation of various Statutory Bodies like 
State Medical Council, Nursing Council, Pharmacy 
Council, Family Planning Board, State Health Board and 
such bodies which existed in the composite State of 
Bombay. 

(7) Whereas the health of the students both in 
schools and colleges is found deteriorating and whereas 
there is no uniform and regular system of examination 
and its follow-up, this Conference requests the Govern- 
ment of Gujarat and all other authorities concerned to 
establish a regular health service for students of all 
ages and the examinations of the students should be 
conducted every year and regular records be maintained. 

(8) In view of the fact that the Medical Licenciates 
were eligible as voters of the State Legislative Council 
in the Graduate Constituency and whereas several 
diploma and degree holders are enrolled as voters in the 
Art and Ayurvedic Faculties of all Universities in Gujarat 
State, this Conference urges upon all Universities of 
Gujarat and the State Government to enroll the Medi- 
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cal Licentiate as voter of the Medical Faculties in all 
the Universities of Gujarat. 

(9) This Conference appeals to the local bodies such 
as Municipal Corporation, Municipalities and Local 
Boards. etc. to follow the example of former Government 
of Bombay and extend the age of retirement from 55 
years to 58 years of age of all medical personnel in the 
respective services. 

(10) In view of the paucity of nursing personnel all 
over the country in general and Gujarat State in parti- 
cular, this conference requests the State Government to 
recognise private hospitals, nursing homes and mater- 
nity homes run by Municipalities and local bodies, after 
roper inspection, having not less thn 10 beds and 
a sl properly qualified staff as training centres for 
midwives, dias aud auxilliary nurses. 

(11) This Conference urges the Public Health Depart- 
ment of the State Government of Gujarat to start survey 
of preventible diseases in the area of Gujarat State and 
take such measures that would completely eradicate the 
same. 

(12) This Conference requests the Gujarat State 
Transport Corporation and Municipal Corporation to ex- 
tend the concession (available to blind patients) for bus 
fares to T.B. and Cancer patients proceeding to and 
from the respective clinics/hospitals/sanatoriums (con- 
cession to T.B. patients and Cancer patients is already 
available in estern Railway vide coaching i 

October, 1959). 

(13) This Conference requests the State Government 
of Gujarat to see that those medical practitioners who 
have registered themselves in a particular branch of 
medicine e.g. Unani, Homeopathic, Ayurvedic should be 
allowed to practise in that system of medicine. 

(14) This Conference requests the State Government 
of Gujarat to convert the present schools of integrated 
medicine into full-fledged Medical Colleges of modern 
medicine. 

(15) This Conference urges upon the local authorities 
of Gujarat, and Kutch to uniformly upgrade the scales 
of pay of Graduates and Licenciates modern medi- 
cine in their services on the lines of the scales of pay 
recommended by Indian Medical Association. - 

(16) This Conference recommends all the pharmaceuti- 
cal concerns to utilise medical personnel to supervise 
and check up their products before these are sent for 
marketing and their advertisements for publication. 


BRANCH NOTES 


AGRA BRANCH—A meeting of the branch was held 
on 20-7-60.. Elections for the State and Central President 
and Vice-Presidents were held. The meeting wanted 
postponement of the dates of the State Conference. A 
tilm show was organised. 

ALIGARH BRANCH—An emergent meeting was held 
on 25-660. Dr. S. B. Lal was in the chair. Twenty 
members were present. The members reviewed the pre- 
sent position the branch. Office-bearers were elected 
with Dr. R. K. Maheswari as Secretary and Dr. M. C. 
Singhal as Joint Secretary for the rest of the session. 
This election was due to the resignation tendered by 
Dr, S. M. Lalla and Dr. M. I. Khan. 

BANARAS BRANCH—In a meeting held on 18-8-60, 
the members condoled the death of late Dr. G. P. Das- 
gupta of Varanasi. 

BOMBAY WEST SUBURBAN BRANCH —A general 
meeting was held on 1-5-60. President Dr. S. C. Sheth 
was in the chair. An interesting discussion on Gall 
Bladder Diseases was held when Dr. F. BE. Udwadia 
spoke on medical aspects of _ bladder diseases and 
surgeon Lt. Commander Dr. M. C. R. Rao of I.N.H.S. 


“Aswani” spoke on surgical problems and aspects of 


gall bladder diseases. The following films were shown : 


(a) Ligation Patent Ductus Arteriosus, (b) Kielland’s 
Forceps, (c) Scotland Dances, (d) This is London and 
(e) Seagulls. A meeting of the Management Committee 
was held on 26-5-60 to consider the ailairs and activities 
of the association. 

A general meeting was held on Sunday 12-6-60. 
Vice-President Dr. S. J. Bhatt was in the chair. 

Surgeon Dr. R. J. Maneksha gave a talk on Surgical 
Treatment of Elephantiasis with the aid of slides of 
cases before and after operation and results obtained by 
modified surgical techniques. 

A general meeting was held on 3-7-60. President Dr. 
S. C. Sheth was in the chair and more than 30 doctors 
were present. A brief discussion on physical examina- 
tion of greater Bombay municipal school children on 
voluntary basis was held and the idea of rendering volun- 
tary free service by doctors was not approved. A sympo- 
sium on Retention of Urime was held. Dr. S. T. 
Thakar spoke on Aetio-Pathological and Medical as- 
pects. Dr. D. J. Buhariwalla spoke on Paediatric 
Aspects. Dr. D. K. Karanjawala spoke on Surgical 
Aspects. The following films were shown: (1) Life of 
Princess Margaret of U.K., (2) Wedding of Princess 
Margaret of U.K., and (3) A cartoon on health ser- 
vices of U.K. 

A general meeting was held on 31-7-60. President 
Dr. S. C. Sheth was im the chair. Election of one 
President and three Vice-Presidents of the Central Office 
of 1.M.A. for 1960-61 was held by ballot and the results 
communicated to Central Office as per rudes and ins- 
truction from Central Office. The following case de- 
monstrations were held. (1) Dr. S. T. Thakar demons- 
trated a case of Aneurysm of Aorta, a case of Myx- 
oedema and a case of Congenital Cystic Lung. (2) Dr. R. 
J. Buhariwala demonstrated a case of Pyogenic Menin- 
gitis and an unusual case of Dislocation of Hip Joint 
associated with Empyema. (3) Dr. M. C. Shah demons- 
trated a case of Hare-lip. (4) Dr. M. S. Kalambi nar- 
rated a case of Mediastinal Cysts. (5) Dr. S. C. Sheth 
demonstrated a case of Spinocerebellar Disease. Shri C. 
V. Gopal, Cameraman of the Fims Division of Govern- 
ment of India, Bombay and member cum cameraman 
of 2nd Indian expedition to Mount Everest narrated his 
experience of Himalayan mountaineering and scaling 
the Mount Everest and showed many interesting and 
fascinating colour slides on the route to Mount Everest; 
he also gave some idea of physiological stress and strain 
of very high altitude mountaineering. 

A managing committee meeting was held on 3ist 
July, 1960 to transact routine affairs of the association. 

COIMBATORE BRANCH—The annual general meet- 
ing of the branch was held on 5-6-60. One hundred and 
fifty members were present. Dr. D. Sundareswaran, the 
President, delivered the inaugural address. He dealt 
with the achievements during the past year and also the 
problems confronting the profession. The members con- 
doled the death of Dr. B. P. B. Naidu of Coimbatore 
and Dr. Ida Scudder, founder of the Vellore College and 
Hospitals. The annual reports of 1959 were adopted. 
Office-bearers for 1960 were elected with Dr. D. Sunda- 
reswaran as President; Dr. G. T. Gopalakrishna Naidu 
as Vice-President; Dr. M. P. Jesudasen as Hony. Secre- 
tary; Dr. N. S. Ramamoorthy as Associated Secretary 
and Dr. S. G. Rajarathnam as Hony. Treasurer. Dr. C. 
Arumugam and Dr. N. K. Sampath were elected to the 
Central Council I.M.A. The election was followed by 
sports, tree-planting etc. Dr. Sridhara Rau delivered a 
lecture on the problem of Acme. 

A meeting of the branch was held on 26-6-60. Seventy- 
five members were present. Dr. D. Sundareswaran pre- 
sided. The nomination of one President and 2 Vice- 
Presidents were conducted. After the routine business, 
Dr. V. Selvaraj, District Medical Officer, Coimbatore 
delivered a lecture on problems in the Surgical treat- 
ment of Deodenal Ulcer. Dr. G. K. Venkataraman 
narrated a case history of a child of 2 years having a 
temperature of 108°, with Priapism. 
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DEHRI D. GAR SASARAM BRANCH— 
A meeting was held on 2-9-60. Dr. J. N. Singh was 
in the chair. Twentyone members were present. The 
Secretary acknowledged the receipts of prize bonds of 
Rs. 20/- from Dr. D. Sanyal. Dr. Sanyal requested the 
President of the branch to utilise the prize for the 
building fund of the branch. He also announced a do- 
nation of prize bonds of Rs. 25/- towards the building 
fund of the Central Office, I.M.A. Dr. A. K. Narayan 
Sinha of Patna gave a talk on Myocardial Infarction 
which was followed by a lively talk. 


DELHI STATE BRANCH—The foundation stone lay- 
ing of the new building of the branch by Col. Amir 
Chand was held on 14-8-60. The function was attended 
by about 500 persons of Delhi. Rajkumari Amrit Kaur 
was the chief guest. Dr. P. C. Chanda welcomed the 
guests and members. Dr. G. D. Dalla, Hony. Secretary 
of the branch, read the history of the branch from the 
days of its birth till to date. He narrated how the orga- 
nisation, Delhi Medical Association, was born on 20-8-1914 
in a meeting of medical practitioners of Delhi under 
the presidentship of Dr. Attar Chand. A building for 
the accommodation of the office was constructed in 1933. 
With the increase in the activities of the association, 
when the accommodation in this building became in- 
sufficient to cope with the requirements, the construc- 
tion of this new building was proposed and due to the 
efforts of Dr. B. K. Sikand, Dr. R. C. Goulatia, Dr. B. 
B. Bhatia, Dr. P. C. Dhanda, Dr. Prem Narain and Col. 
Amir Chand this scheme of a building is now towards 
fulfilment. 


Col. Amir Chand laid the foundation stone of the 
building and addressed the gathering. Col. Amir Chand 
in his speech narrated in brief, the history of the exist- 
ing building and made an earnest appeal to the mem- 
bers for funds to complete this new building. The 
estimated cost would be approximately Rs. 1,68,000/-. 

After Col. Amir Chand’s speech Raj Kumari Amrit 
Kaur gave her blessings and appreciated the services 
rendered by the Delhi Medical Association. She express- 
ed the opinion that the Delhi Medical Association should 
undertake the work of educating the public and the 
masses about health problems and family planning etc. 
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Lt. Cor. AMIR CHAND, President, Lavyinc Tue Foun- 
DaTION STONE OF THE New BUILDING 


Dr. L. D. Malhotra, Vice-President, thanked all the 
guests and members of the association for their active 
participation in the function, 


DHAKURIA BRANCH—A general meeting of the 
branch was held on 24-7-60. Dr. P. N. Majumder pre- 
sided. The election of Central President and Vice-Presi- 
dents were held. The atrocities at Assam were highly 
condemned by the mémbers and a resolution moved by 
Dr. A. C. Sengupta, expressed sympathy with the oak 
ferers and urged upon Central Government to trace and 
penalise the culprits. : 


GWALIOR BRANCH—A meeting of the branch was 
held on 11-660. Dr. A. N. Ghei gave a talk on Medi- 
cine in Welfare State. 

A meeting was held on 9-7-60. Dr. Kamal Kishore 
gave a talk on patient-physicians’ relationship.in gene- 
ral practice. 

Another meeting was held on 6860. Dr. O. B. 
Mathur spoke on Health Service Extension in Rural 
Areas in India. 


Ray Kumant Amarr Kaur, M.P., ADDRESSING THE GATHERING AT THE FPOUNDaTION-STONE LAYING CEREMONY 
or THE BUILDING oF THE State Brancn 
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HASHAN BRANCH-—A clinical meeting was held on 
- 30-7-60. Forty members from the district were present. 
Dr. D. P. Jayaram of Victoria Hospital, Bangalore was 
the Chief Guest and spoke on Common Diseases of the 
Skin. Members voted for the election of the President 
and 3 Vice-Presidents of the Central Office. 


HAZARIBAGH BRANCH—A meeting was held on 
6-8-60. Twelve members were present. Elections of a 
president and 3 vice-presidents were conducted. After 
the routine business was over, Dr. B. N. S. Bhosla spoke 
on Acute Abdomen and Its Management. 

JALPAIGURI BRANCH —A meeting was held on 7-8-60. 
The members condoled the death of Dr. S. K. Bose, 
Ex-Principal, Calcutta Medical College. 

KARIMNAGAR BRANCH—A clinical meeting was 
held on 12-8-60. -Dr. Ahmed Hussain, Dist. Medical 
Officer, was in the chair. 28 members were present. 
President and 3 Vice-Presidents for fhe Central Office 
were elected. Dr. Mhd. Afzar Ali read a paper on 
Dehydration and presented 2 cases of Mongolism. Dr. 
Ahmed Hussain demonstrated a case of Tuberculosis of 
Stomach responding well to Laparotomy. 

K. G. F. LOCAL BRANCH—A clinical meeting was 
held on 19-8-60. Nineteen members were present. A 
symposium on Tuberculosis wa’ held. Dr. Ananda Teertha 
of K. N. Sanatorium presided over the meeting. Dr. 
B. N. Krishnamurthy, Dr. B. Vinugopal and Dr. Rajendra 
Wats spoke on BCG and the Chemotherapy in Tuber- 
culosis, the Surgical Management of Extra-Pulmonary 
cases of TB and Surgery in Pulmonary TB, respectively. 
Dr. Ananda Teertha dealt with some aspects in the 
management of cases of TB with special reference, as 
in general practice. 

KRISHNA DISTRICT BRANCH—A meeting was held 
on 12-260. Dr. C. B. Ethirajulu. presided. Cases of 
Malignant Hypertension, Supra-Condyloid Fracture and 
Chorea were demonstrated. r. K. Venkata Ramasastry 
spoke on Haemorrhagic Diseases. 

A meeting was held on 2-4-60. Dr. C. B. Ethirajulu 
— Dr. P. S. Giri, President of the Andhra State 
——. I.M.A. appealed for enlistment of more mem- 

TS. - 

A meeting was held on 8-5-60. Dr. K. Subba Rao pre- 
sided. The members condoled the death of Dr. M. Nages- 
wara Rao, Vice-President of the branch on 6-5-60, 

‘A meeting was held on 15-5-60. Dr. C. B. Ethirajulu 
presided. Dr. R. Siva Reddy of Sarojini Devi Hospital 
spoke on Machilipatnam Eye Camp. 


A meeting was held on 23-5-60. Dr. Yadgiri Rao 
of the Machilipatnam Eye Camp gave statistics about 
attendance in the camp. Dr. P. Ramachander of Saro- 
jini Devi Hospital, Hyderabad spoke on common eye 
diseases and importance of general practitioner in their 
management. 

A meeting was held on 31-560. Members of the 
public were invited. Dr. B. €. Gangopadhaya, District 
Collector, Krishna, presided. Dr. V. Raghavachari of 
Guntur Medical College, spoke on Care of the I ~e. 

A meeting was held on 66-60. Dr. Swarp of 
Machilipatnam Eye Camp spoke on Injuries of the 
Cornea. Dr. Yadgiri Rao gave an account of the inci- 
dence of eye diseases as observed in the camp. Dr. 
. V. R, Sharma, Joint Secretary, Andhra Pradesh State 

anch spoke on organisational matter of I.M.A. 


A meeting was held on 25-7-60. Dr. T. Narayana 
Reddi presided. Dr. Reddy was elected president and 
Dr. S. Hanumantha Rao, vice-president of the branch. 
Dr. C. R. Naidu, Director of Public Health, Andhra 
Pradesh gave a detailed account of Malaria Eradication 
Programme of the Government. 


MADRAS CITY BRANCH—A clinical meeting was 
held on 25-6-60. Dr. G. Sriramulu presided. Dr. K. 
Venkat Rao of Government Stanley Hospital delivered 
a lecture on Coronary Artery Disease—its prevention 
and treatment. He laid stress on the preventive as- 
pect of the disease. , 

A special general body meeting was held on 25-6-60 
to nominate one President and 2 Vice-Presidents of the 
Madias State Branch. Dr. G. Sriramalu was in the 
chair. 

MADHIPURA BRANCH—A meeting was held on 
11-8-60. Thirteen members were present. The meeting 
considered the subject of medical examination of Life 
Insurance cases and requested the L.I.C. to treat all re- 
istered doctors as their approved doctors. The presi- 

mt and vice-presidents of I.M.A. were elected. The 
annual subscription of the Branch was fixed at Rs. 12/- 

© year. The branch requested the Central and all 
rovincial Governments to convert all posts of Practis- 
ing Doctors to non-practising posts with suitable pay. 

MADURA BRANCH —A meeting was held on 23-7-60. 
Dr. K. Ramechandran presided. Dr. E. S. Chellappa 
of Christian Mission Hospital, Madura and his collea- 
gues gave a symposium on Acute Perforations of the 
Gastro-Intestinal Tract with case demonstrations. 


XXXVII ALL-INDIA MEDICAL CONFERENCE, 1960, GAUHATI 
The 37th Session of the All-India Medical Conference is going to be held at Gauhati towards the end of December, 
1960 and a Scientific Section has been arranged along with it. Interesting and original scientific papers, case notes and 


similar topics having bearing on medical and allied subjects are invited for the purpose. 
All communications regarding the Scientific Programme Sub-Committee should be addressed to Dr. J. Chaudhury 


(Secretary, Scientific Programme Sub-Committee), Department of Physiology, Assam Medical College, Dibrugarh. 


U. P. STATE MEDICAL CONFERENCE, 1960, VARANASI 


SILVER JUBILEE SESSION 
The Silver Jubilee Session of the XXV U.P State Medical Conference will be held at Varanasi on 22-23 October 
1960. A scientific session will be held and all members are requested to write papers and take particular interest 
in this session. Further information may be had from the Organising Secretary, Dr. B. R. Thukral, IMA Building, 


C7/31, Chetganj, Varanasi, U.P. 


aS 
| 
ay 
y 
: 
a 
ay 
2 
| 
‘ 


J. I, A. Advertiser xit 


A broad range vaginal antiseptic 


TRIKOCID OVULES 


Offers prompt control and complete cure of cases 
of Vaginitis, Pyogenic organisms, trichomonas and 
thrush. 


Broadest spectrum in dysenteries 


ENTOZINE 
with 
Chloroquine 


Each Tabiet contains: 


lodochioroxyquinoline coe O23 
1000 mg. 


Su! phaguanidine coe 0.26 gm. 


Mid. tn India bys 
HIND CHEMICALS LTD., KANPUR, 


Be fit and steady 


Slixir 


EUGADINE 


Nourishing Appetising & 


UNIVERSAL DRUG HOUSE PRIVATE LTD. 
SRAUNFELD ROW, CALCUTTA-27 


Just Out, 1958 : Medical Students and 
Generai Practitioners’ indispensabie Guide. 


BED-SIDE MEDICINE 


Tenth Edition: thoroughly revised. targely rewritten 
end amplified. Demy, nearly 1500 pages 612 diagrame and 
2 multicoioured piates. 
rofessors A. R. Majumdar and 8. C. Chatterjee 
with seven specialis: collaborators from the School of 
Tropical Medicine, Medicai College, Caicutta and Nijratan 
Sarker Medicai College, Caicutta. 

This combined text-book of Clinical and Systematic 
Medicine has described comprehensively ali aspects of 
Medicine including Medicai Case Examination and the 
Medica! Diseases in their etiology, pathology. clinicai course. 

nosis, differential diagnosis and treatment. Also 

methods. 


Price, Rupees Twentysix only: Postage Extra. 
Scientific Publication Concern, 


9, WELLINGTON SQUARE, CALCUTTA-13, 
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MY VITEL 


A non-alcoholic multivitamin syrup in a flavoured 
syrup base with extra vitamins added 
Manufacturers : 

THE MYSORE INDUSTRIAL & TESTING 


LABORATORY, LIMITED. 
MALLESWARAM, : BANGALORE - 3 
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Each ovule contains : 
Sulphaniiamide 100 mg. . 

dehydrozymethy! carbamide ... 10 mg. 

lodochior hydroxyquinoline +++ 100 mg. 

Urea 10 mg., Alum 10 mg. and Recuperative Tonic 

ce Tannic acid 50 mg. = 

Suiphadiazine «++ @462 gm. 
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Avoid 


Protect your patient by prescribing 
Glucose Powder by name 


Remember the names 


DEXTROSOL 
and GLUGOVITA 


CORN PRODUCTS CO. (INDIA! PRIVATE 


J. & DeChane 
HYDERABAD-DN. 


Composition : 100 gms. contains: 


Calcium Lactate 
Dicaicium Phosphate 


Young & Old 
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>. Every 100 ports | 

| Each ounce of Glu- 
| covite is fortified 

ALBO-SA 
Magnesium Phosphate 

Thiamine Hydrochloride ooo 

Riboflavin 

i ’ Agents for india: Parry & Co. Led. with traces of Copper and Iron. 
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TODAY’S MOST PRACTICAL PRESCRIPTION 


CONTRACEPTIVE TABLETS 


You may now offer married people seeking advice on 
lanned parenthood today’s most practical prescription 
in the form of. CONTAB—a contraceptive tablet, both 
economical and easy to use. 

_ Physiologically sound, CONTAB is trustworthy and 
harmless and provides that assurance necessary for lasting 
health and hapiness. 

CONTAB has been perfected after years of research 
When our representative calls on you next, please allow 
him to tell you the story of CONTAB. 
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15 mcg. Vitamin Bi2 a potent 
ina oral treatment 


daily dose... for all 


nutritional 
(quantities of common dietary articles 


containing 1S meg. of Vitamin Bi2 are anaemias 
indicated below) 


4 
Creom ches 


Vitamin Bi2...the erythrocyte matu- 
ration factor...is but one feature in 
the Plastules Bi formula. it 
12-18 Ibs. contains iron, liver. yeast and folic 
It is designed to provide for 


acid. 
complete and continued haemo- 
Meat 3 Ibs. poiesis in nutritional anaemias, 
whether “borderline” or severe. 


Vegetables 30-60 Ibs. Just 


3 Plastules Bi2 
capsules 


Eggs 12-15 per day 


provide: 


Dried Ferrous Sulphate 486 mg. 
Oried Yeast 144 mg. 


LASTULES 
Vitamin Bi2 15 meg. 
‘ Liver Extract derived from 10.2 Gm. 
Supplied: 
Bottles of 30 and 300 capsules. 


JOHN WYETH & BROTHER LIMITED, LONDON 
(incorporated in England with Limited Liability) 
Indian Branch: Steelcrete House, Dinshaw Wacha Road, Bombay ! 
* Trade Mark 
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HEALTU’'S 
NAVARATNA 
SPASMO PERTUSOL 
: A well balanced combination of proved Indigenous 
‘ A Palatable, Nutritive & Digestive Tonic. drugs and 
Zymetene Provides : Gach 30 ml. contains NEW SYNTHETIC SPASMOLYTICS. 
* Digestive enzymes to Diastase 500 mg. 
aid digestion. Pepsin 125 mg. (Diphenin and Ortho-methoxy-phenoxy-propandiol ) 
Whol 1 B-Com- Papain 75 mg. 
fram @ | Very palatable and free from untoward reactions. 
Y t—pl tal- liver mg. 
B. . Casein 250 mg. Not hakit forming. 
Ext. Yeast 260 mg. 
ms. VERY EFFECTIVE IN RELIEVING BRONCHIAL 
Vit. B 2 mg. 
SPASMS, CONTROLS COUGH & COLD SPECIALLY 
pro ga a INDICATED IN WHOOPING COUGH AND ALL 
¢ * Amino acids from Panthenol 2 mg. 
animal proteins—& Vit. B,, 4 mcgm. OTHER AFFECTIONS OF THE UPPER RESPIRA- 
valuable nutrients to Inositol 100 mg. 
build up physical & Betaine 100 mg. TORY TRACT. 
nervous system. Cal. Glycero- 
* Vitamin B,, & mine- phos 300 mg. e 
rais—tissue & blood Manganese , 10 mg. 
building factors. ' Alcohol 15% v/v. NAVARATNA 
INDIAN HEALTH INSTITUTE & LABORATORY LTO PHARMACEUTICAL LABORATORIES 
1, HEALTH INSTITUTE ROAD CaLCuRTA - 28 P.O. Box No. 13, Cochin-2. 


CORRECTION OF 
IMPAIRED METABOLISM 


PALATABLE AND WELL TOLERATED 


NEOGADINE 


(ELIXIR) 


ENDORSED 
By over 25 years’ clinical experience 

CONTAINS SUITABLE 
Vitamins A, Bi, C and D For a variety of conditions, 
Organic iodine arising from impaired 
Vanadium arsenate metabolism, including 
Calcium, Phosphorus bronchial affections, 
and Magnesium. asthenic states, etc. 


Bottle of 360 c.c. (12 oz.) Particulars from: 
RAPTAKOS, BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 
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Regd. No. C 1890 


Potent antihistaminic, 
antiemetic & local anaesthetic too. 


in 
Tropical 
Eosinophilia 
Filariasis, 


Ascariasis 


COMPOSITION: 

Diethyl Carbamazine Citrate 0.4 G. 
Chliorpheniramine maleate 10 mg. 
Benzyl! Alcohol 2% 

as preservative in 2 ml. 


Diethy! Carbamazine Citrate SO mg. 
Chiorpheniramine maleate 1.25 mg. 


@ Each tablet contains : 


Each 5 mi. contain : 
Diethy! Carbamazine Citrate 120 mg. 
Chlorpheniramine maleate 3 mg. 


in syrup base. 
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